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CHAPTER ONE 
INTRODUCTION 
Psychologists have long been interested in the various 
ways individuals cope with anxiety. Psychological stress or 
anxiety is a response to an individual's perception that his 
well-being is threatened. People differ in the ways that they 
handle anxiety and these differences are generally accepted as 
being related to other personality characteristics. The way 
an individual handles anxiety, his coping style, is considered 
to be a defining characteristic of personality. Thus one's 
method of dealing with anxiety has significant implications 
for understanding and predicting behavior. 
Anxiety can affect an individual's behavior in various 
ways. Anxiety can, for instance, decrease the likelihood that 
one will carefully consider the consequences of his behavior. 
As a result, such a person might react impulsively to a po­
tentially dangerous situation and could worsen his position. 
The effects of anxiety on the individual is of particular im­
portance when the individual is a patient in a hospital. In 
this environment a patient's anxiety can possibly affect his 
physical well-being, particularly susceptibility to instruc­
tion given by medical personnel to facilitate treatment and 
recovery. 
Both of these aspects of psychological stress have ser­
ious implications for hospital patients and those concerned 
with their treatment. This study will focus on the inter­
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action between the coping style of an individual and attempts 
to reduce the level of anxiety in a hospital situation. 
Review of Literature 
The deleterious effects of anxiety in hospital settings 
have been recognized and are reflected in treatment regimes. 
For example, Grantly Dick-Read, in his investigation into the 
role of attitudes on the experience of childbirth, emphasized 
the deleterious effects of extreme anxiety during labor. A 
result of Dick-Read's work, a technique known as the lamaze 
Method was developed and has been utilized with pregnant wom­
en (Lamaze, 1970). This technique is designed to alleviate 
anxiety occurring at the time of confinement by counter-con-
ditioning relaxation in place of anxiety. Dick-Read found 
that ignorance of the birth process, and the misconceptions 
that resulted from this ignorance, increased anxiety. For 
this reason, the method also involved the dissemination of 
information about pregnancy and the stages of birth. 
Janis (1958) was concerned with psychological stress re­
lated to surgery. He found that the nature and intensity of 
stress experienced by presurgical patients was related to 
their capacity to cope with imminent threat. Most patients 
develop a defensive stance against this threat. Janis sug­
gested that it would be necessary for this defense to be 
worked through before optimum coping and uneventful recovery 
could occur. The work of Janis and others who have worked 
with surgical patients (Carnevali, 1966; Kimball, Quinlan, 
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Osborne and Woodward, 1973; Meyer, 1964; Meyer and Mendelson, 
1961) suggested that anxiety might have detrimental effects if 
left unchecked. 
Janis used a dynamic therapy approach to counter the de­
fenses of the patient and facilitate stress reduction. This 
type of approach requires special training and a large time 
investment on the part of the psychiatrist. Therefore, this 
approach would not be feasible in a hospital setting. Others 
have suggested that nurses initiate training sessions for pre-
surgical patients to facilitate the reduction of anxiety and 
optimize recovery (Brambilla, 1969; DeVillier, 1973; Lindeman, 
1972; Lindeman and Van Aernam, 1971). This approach also has 
serious limitations. One would be time necessary for nurses 
to spend in this activity. Another is that the specific in­
structions often are either too broad to meet the needs of 
the individual patient or too specific to generalize to other 
surgical patients. 
As the aim of this study was to investigate methods for 
anxiety reduction that are practical and economical, only 
literature on presurgical anxiety that suggested more practi­
cal methods of anxiety reduction was reviewed. This litera­
ture can be classified as that which 1) suggests the nature 
of anxiety specific to hospital settings, 2) investigates the 
interaction between coping styles and anxiety, 3) suggests 
possible interventions on the basis of laboratory studies, 
and 4) examines the efficacy of interventions in iji vivo 
4 
settings. 
Preoperative anxiety 
There is some literature that deals with the nature of 
anxiety in a hospital setting. This literature suggests that 
individuals in hospitals do experience stress and have feeurs 
concerning recovery, altered lifestyles, medical findings, 
procedures to be done, and a host of other fears that are 
more ambiguous in nature (Bodley, Jones and Mather, 1974; 
Cassady and Altrocchi, 1960; Comazzi, 1975, Kimball, 1969; 
Powers, 1968; Visotosky et , 1961; Volicer and Bohannon, 
1975; Weiler, 1968). Although the majority of this literature 
is not empirical in nature, it does define the hospital set­
ting as one which is stressful and does produce anxiety in 
most patients. Literature that is most pertinent here, how­
ever, is that which focuses on the nature of anxiety as evi­
denced by the preoperative patient and the effect of surgery 
on that anxiety. 
Auerbach (1973) looked at the effect of surgery on anx­
iety as measured by Spielberger's State-Trait Anxiety Inven­
tory (STAI). His subjects were 56 male veterans scheduled 
for surgery. Auerbach administered the STAI at three dif­
ferent times: 24 hours prior to surgery, 48 hours after sur­
gery, and six days after surgery. The concepts of state and 
trait anxiety would predict A-Trait scores to remain stable 
and A-State scores to decrease across administrations. 
Auerbach's subjects scored in the predicted fashion. 
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Another study by Spielberger, Auerbach, Wadsworth, Dunn, 
and Taulbee (1973) had similar findings: A-Trait scores re­
mained stable after surgery but A-State scores decreased sig­
nificantly after surgery. Thus, in both the Auerbach and 
Spielberger et studies there was a systematic decline in 
A-State scores from presurgery to postsurgery that was unre­
lated to A-Trait differences. Surgery, therefore, produces a 
transient, situation-specific type of anxiety. 
Martinez-Urrutia (1975) investigated both the relation­
ship between anxiety and surgery and that between anxiety and 
perceived pain. The 59 subjects in this study were male vet­
erans scheduled for surgery. Martinez-Urrutia gave his sub­
jects the Melzack-Torgerson Pain Questionnaire, the Fear of 
Surgery Scale, and the STAI. This battery of tests was ad­
ministered one day prior to surgery and 10 days after surgery. 
Like Auerbach (1973), Martinez-Urrutia found no changes in 
A-Trait scores from presurgery to postsurgery. This indicated 
that anxiety, as a personality disposition, was not affected 
by situational stress. Subjects categorized as high fear-of-
surgery and low fear-of-surgery differed on their state anx­
iety scores before surgery, but after surgery A-State scores 
were almost identical for the two groups. Therefore, the de­
crease in state anxiety for higher fear-of-surgery subjects 
was greater than the decrease in state anxiety for low fear-
of-surgery subjects. Thus, it would appear that those who 
were high in fear-of-surgery, prior to surgery, reacted to 
6 
surgery as an imminent threat to a greater degree than those 
who were low in fear-of-surgery. 
Martinez-Urrutia also found a positive correlation be­
tween A-State scores and the magnitude of pain reported after 
surgery. This might suggest that anxiety has the effect of 
increasing subjective pain. However, this correlation was not 
found before the surgery and Martinez-Urrutia interpreted the 
postsurgery correlation with some caution. He suggested the 
after surgery correlation between state anxiety and pain was 
the result of the fact that there was more variability between 
patients in terms of their pain experience. He also suggested 
that the experience of pain after surgery could be perceived 
by the patient as an indicant that the surgery had not been 
successful and that complete recovery was not imminent. This 
perception would be even more likely in the event that the 
patient was completely unprepared for the pain experience. 
Coping style and anxiety 
Both Auerbach (1973) and Martinez-Urrutia viewed surgery 
as an independent variable. That is, they viewed surgery from 
the perspective of its effect on anxiety. Cohen and Lazarus 
(1973) extended this idea and studied the effect of the indi­
vidual's style of coping with anxiety on recovery. Subjects 
in this study were 61 females and males scheduled for elective 
surgeries such as hernias, gall bladder, and thyroid operations. 
Coping dispositions and behaviors were assessed by Goldstein's 
Coper-Avoider Sentence Completion Test, the Epstein and Fenz 
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modified Repression-sensitization Scale, the Holmes and Rahe 
Schedule of Recent Experiences, and an interview wherein gen­
eral background questions were asked. The dependent variable 
was a recovery index which consisted of the following measures: 
number of days in the hospital postsurgery; number of pain 
medications, sedatives, and analgesics administered; number of 
minor complications (fever, etc.); and number of negative 
psychological reactions such as complaints, need for tran­
quilizers, etc. On the basis of the preoperative interview 
and tests, subjects were identified as having avoidant, vigi­
lant, or both coping dispositions. Actual coping behavior was 
assessed on the basis of responses concerning past behavior 
and observations of overt anxiety. 
Coping dispositions showed no clear relationship with re­
covery. However, Cohen and Lazarus did find those subjects 
whose coping behavior was vigilant had the most difficult re­
covery, in that they were in the hospital longer and had more 
minor complications. This study identified different indi­
vidual coping styles and suggested that such styles may in­
fluence postoperative recovery. 
In a review of the literature concerning individual re­
sponses to stress or coping styles, Goldstein (1973) found 
that individuals have markedly different coping styles, and 
that these styles vary in both psychophysiological and be­
havioral reactions to stress. On the basis of the laboratory 
studies, Goldstein identified three different coping strate-
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gles: avoiders, those who react Intensely at first contact 
with stress, and those who short circuit their emotional re­
actions. The first group tended to cope with stress through 
a process of progressive disengagement from the situation. 
Those who reacted Intensely to first contact with a stressful 
situation tended to adapt on subsequent exposure to that sit­
uation. The last group, those who inhibited their reactions, 
tended to react intensely to later experiences. Goldstein's 
review indicated that people do exhibit differing response 
patterns to stress and that there are three major response 
patterns. 
On the basis of a review of literature on open heart sur­
gery patients. Hunt (1975) suggested that coping style may af­
fect susceptibility to interventions, determine the most ef­
fective type of Intervention, and influence postoperative re­
covery. Hunt stressed the need to identify patients who want 
to be told nothing of the procedures and treatment plan and 
those who want to know everything. The assumption here, of 
course, is that those who desire information will be more 
likely to utilize it in a facultative manner. 
These studies suggest that presurgical anxiety is a 
transient state that is related to postoperative recovery. 
As the coping style of the individual interacts with anxiety 
to affect the recovery process. It is likely that any attempts 
at intervention need to consider the coping style of the in­
dividual. This may be only one of many considerations or 
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components of an effective intervention whose purpose it is to 
facilitate recovery through alleviation of presurgical anxiety. 
Laboratory studies 
Although the concern here is with the efficacy of inter­
ventions in hospital settings, there have been some laboratory 
studies which have investigated interventions which reduce anx­
iety or stress. Bowers (1968) studied the effect of perceived 
control on the level of anxiety and the subjective experience 
of pain or pain tolerance. All subjects in this study re­
ceived a series of electrical shocks that were, ostensibly, to 
facilitate their task performance. Half of the subjects were 
given information about the shock before they selected the 
three Intensity levels they were to receive and the remaining 
subjects were given information about the shock after intensity 
levels were selected. Half of the subjects were told that they 
could control the occurrence of the shock and the other half 
were told that shock would occur on a random schedule regard­
less of their performance. Bowers found that the two groups 
who received information after they had selected shock levels 
did not differ in their perception of pain or their level of 
anxiety as reported by postexperimental ratings. Of those 
who were given instructions before shock levels were selected, 
those who were told that they could control the occurrence of 
shock were less anxious than those who were told that they had 
no control. The former group also selected a higher level of 
shock intensity than did the latter. These results would 
10 
seem to indicate that the perception of control may be an im­
portant factor in pain tolerance and anxiety reduction. The 
evidence supports the contention that perceived control in­
creases the tolerance level and reduces the anxiety level. 
Staub and Kellett (1972) also investigated the effect of 
information on the perceived intensity and endurance of elec­
trical shocks. Staub and Kellett looked specifically at the 
effects of different kinds of information on subjects' ratings 
of the electrical shocks. Three experimental groups were used 
to determine the effectiveness of differing types of informa­
tion in facilitating tolerance for aversive stimuli. The in­
formation received by one group involved a description of the 
safety features of the apparatus. Another group was told of 
sensations and subjective consequences related to electrical 
shock. The third group received a combination of information 
given to the other two groups. 
Staub and Kellett found that subjects receiving both 
types of information accepted more shocks (on the average) 
than did the other experimental groups. Those receiving both 
types of information also tolerated more shock than the con­
trols who were given no information. The subjects who had 
both types of information also showed better endurance for the 
higher intensities than the other groups. Furthermore, the 
responses of the three experimental groups indicated that they 
were less worried than those in the control group. These 
findings not only suggest that some information concerning an 
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averslve stimulus is better than none, but further imply that 
subjects can benefit most when they are given information about 
the subjective experience as well as objective facts. 
Johnson (1972), like Staub and Kellett, investigated the 
differential effectiveness of interventions involving objective 
versus subjective information on subjects' reactions to stress 
in both a laboratory and field setting. In the laboratory 
setting, Johnson found that a description of the sensations 
one could expect was more effective in reducing reported dis­
tress than a description of the experimental procedure. John­
son also investigated the effect of these two types of infor­
mation in a hospital setting. The subjects for this part of 
Johnson's study were 99 patients scheduled to undergo a gastro­
intestinal endoscopic examination. The experimental subjects 
heard one of two tapes prior to the examination. One audio­
tape stressed the sensations one could expect during the pro­
cedure and the other tape consisted of a description of the 
procedures involved. Subjects were observed for signs of be­
havioral distress. The results were similar to those in the 
laboratory; subjects who heard the sensation messages showed 
fewer indicants of tension and those who heard the procedural 
message were more restless than both the control and the sen­
sation group. Johnson also found that the two experimental 
groups were similar in the amount of anxious behavior ex­
hibited while the endoscopic tube was passed. This was also 
the case during the period that the tube was in place. Both 
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experimental groups required less tranquilizers for the endo­
scopic procedure than the control group. This indicates that 
the messages did reduce distress. Johnson's findings suggest 
that some information is beneficial and that including a de­
scription of sensations to be experienced may be most bene­
ficial. 
These studies done in laboratory settings have supported 
the notion that some type of information can reduce anxiety in 
stressful situations. The findings of Johnson and of Staub 
and Kellett indicate that information concerning subjective 
experiences can be beneficial when physical discomfort is a 
component of the stressful situation. 
In vivo interventions 
There has been some attempts to investigate interventions 
that alleviate anxiety in stressful situations outside of the 
laboratory. The literature that is most pertinent here is 
focused on interventions in medical settings with presurgical 
patients. The goal of the majority of interventions in these 
studies was the alleviation of the patient's anxiety as evi­
denced in the postoperative recovery period. 
Schmitt and Wooldridge (1973) studied the effect of pa­
tient preparation the night before surgery on certain psycho­
logical factors and indices of recovery. The 50 male veterans 
who served as subjects were patients scheduled for elective 
surgery. Another group of patients, matched with the expéri­
mentais in terms of specific types of surgery, served as a 
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control. The dependent variable was postoperative assessments 
of the following variables: the zunount and timing of pain 
medications; number of days in the hospital; number of days 
until resumption of oral intake; blood pressure; pulse; tem­
perature; self-reported anxiety; and the amount remembered 
eUx)ut the operation. The intervention used by Schmitt and 
Wooldridge was a discussion group consisting of 2-3 patients 
and a nurse. This group meeting took place the night before 
surgery and dealt with the patient's request for knowledge, 
the patient's feelings about surgery, and orientation of the 
patient to the setting. This discussion encouraged the pa­
tients to play an active role in their recovery. 
Schmitt and Wooldridge found little relation between the 
intervention and anxiety reported the night before surgery. 
However, on the morning of surgery 72% of the subjects in the 
control group increased their level of anxiety and none de­
creased the level. In comparison, 40% of the experimentals 
decreased their level of anxiety the morning of surgery. The 
experimentals expressed less anxiety, recalled more about the 
surgery, and took less pain medication than did their control 
counterparts. Of the 25 matched pairs, 20 experimentals were 
discharged earlier than their matched control. In spite of 
the somewhat loosely structured intervention, the results do 
suggest the effectiveness of the intervention on the recovery 
process. 
Langer, Janis, and Wolfer (1975) compared the effective­
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ness of two interventions on stress and related indices of re­
covery. The 60 subjects were patients scheduled to undergo 
elective surgery. Postoperatively, these patients were as­
sessed on the basis of behavioral indicants of emotional stress, 
responses to a questionnaire concerning emotional stress, num­
ber of pain relievers and sedatives requested, and the length 
of stay in the hospital. Langer et al. compared the efficacy 
of two strategically different interventions. One interven­
tion stressed cognitive reappraisal of the anxiety-provoking 
situation as a coping strategy. Subjects were instructed in 
cognitive control techniques such as selective attention, dis­
traction, and the direction of thoughts to the more favorable 
aspects of surgery. The second type of intervention provided 
the subjects with preparatory information about the surgical 
experience. This message included emotional reassurances but 
no direct suggestions were made for dealing with anxiety. It 
was assumed that this second intervention provided the patient 
an opportunity for emotional inoculation. That is, the sub­
ject would have an opportunity to develop realistic and self-
delivered reassurances which could prevent severe anxiety re­
actions when the actual threat (surgery) materialized. While 
the cognitive reappraisal strategy was found to have an effect 
on the number of pain relievers requested and the proportion of 
patients requesting sedatives, the preparatory information had 
no significant effect on postoperative measures. Ratings of 
patients after the psychological intervention but before sur-
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gery also showed a decrease in the level of stress among those 
in the coping device condition. Thus, in this study, the in­
tervention involving specific information for coping was more 
effective than that attempting to facilitate the subject's own 
resources for coping. 
Egbert, Battit, Welch, and Bartlett (1964) investigated 
the influence of an intervention on the amount of narcotics 
ordered for patients. Subjects were 97 presurgical patients 
scheduled to undergo intro-abdominal operations. The experi­
mental subjects were told of the pain they could expect to ex­
perience and given suggestions as to how it could be minimized. 
The control subjects were not given this information. The 
finding was that those in the experimental group did receive 
fewer narcotics. Here, again, the role of pain preparation is 
shown to be important as well as concrete suggestions for min­
imizing pain. 
Schmitt and Wooldridge (1973), Langer et al. (1975), and 
Egbert et (1964) also found that some form of intervention 
in a hospital setting can positively influence indices of 
psychological stress and the subsequent recovery process. How­
ever, in none of these studies was the effectiveness of the 
intervention evaluated in terms of the predisposing or indi­
vidual characteristics of the subjects. The studies which do 
utilize a preoperative intervention suggest the possibility 
of the differential effectiveness of interventions. The fol­
lowing studies are of particular importance because of the 
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added dimension of the predisposition of the individual and be­
cause of the empirical rigor involved. 
Surman, Hackett, Silverberg, and Behrendt (1974) attempted 
to assess patients preoperatively by means of an interview. 
Subjects in this study were 20 patients who underwent cardiac 
surgery. Preoperative subjects were assessed in terms of their 
anxiety, depression, and mental status. Postoperatively, sub­
jects were assessed in terms of a reduction in the delerium 
that frequently effects cardiac patients, anxiety, subjective 
pain, depression, and pain medications. The intervention in 
this study was a visit by the psychologist designed to counter 
any misconceptions about surgery, to reinforce any information 
given by the medical staff, and to show single autohypnotic 
techniques designed to facilitate surgery. Experimental sub­
jects received one or two visits; the 20 control subjects re­
ceived no visit. No significant differences were found be­
tween experimentals and controls in terms of pain medications. 
The number of visits also had no effect on the experimental 
subjects. Finally, no relationship was found between self-
hypnosis and postoperative pain, anxiety, depression, and 
medications required. Although an attempt at preoperative 
assessment was made, there was no attempt to relate these 
findings to the postoperative findings. 
Van Steenhouse (1978), in an unpublished dissertation, 
investigated the effect of three interventions on convalescence. 
The 54 male subjects in this study were scheduled to undergo 
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open heart surgery. Preoperatively, subjects were assessed on 
the basis of the following measures: Beck Depression Inven­
tory, Spielberger's STAI, and Rotter's I-E Scale. Postopera­
tively, patients were again given Beck's scale, as well as a 
Zung Self-Rating Depression scale. Medical charts were also 
used for the purpose of gathering postoperative data. 
Van Steenhouse compared the relative effectiveness of 
three interventions. The first intervention was an open-ended 
interview designed to elicit any fears or questions the pa­
tient might have and to respond in a supportive manner. A 
second intervention was designed to prepare the patient for 
the psychological possibilities during postsurgery. Here the 
patient was told that some disturbances such as delerium, 
depression, disorientation, and memory problems were normal 
and temporary in nature. Procedures to be expected in the 
intensive care unit were also described. Subjects receiving 
this treatment were told of procedures that were indicative 
of small steps of progress, such as tracheal tube removal. 
The last component of this intervention involved assuring the 
patient that he had some control over the environment. Sub­
jects were told they could signal the staff if they needed to 
and that they could communicate any perceptual disturbances 
and feelings of depression. They also were taught how to 
counteract the negative, anxiety-producing thoughts by think­
ing about positive aspects of surgery. The third treatment 
was designed to serve as a control for possible placebo ef­
18 
fects of the Interview process. In this treatment, the subject 
was asked to discuss impending surgery and to deal with any of 
the patients' feelings concerning it. The interventions did 
not have a differential effect on convalescence. No experimen­
tal group dealt with feelings significantly better than any 
other group. The personality characteristic known as locus of 
control did not have a significant effect on convalescence or 
on the differential effectiveness of the interventions. 
Andrew (1970) used preoperative assessment to categorize 
patients more stringently than did Van Steenhouse. An impor­
tant difference between this study and others (Van Steenhouse, 
1978 and Surman et al., 1974) was that Andrews found some 
support for differential treatment effectiveness. Subjects 
were 59 male veterans who were scheduled to undergo minor sur­
gery. Subjects were assessed preoperatively by means of a 
sentence-completion test. On the basis of responses to this 
test, subjects were categorized in terms of their coping 
style as neutrals, avoiders, or sensitizers. Postoperatively 
patients were assessed in terms of their number of days in the 
hospital and number of pain medications received. The inter­
vention was an 8-minute audiotape which discussed the origin 
of hernias, the dangers of delaying surgery, the surgery proc­
ess, the preparation procedures, and the consequences of the 
surgery. The control group did not hear the audiotape and were 
subjected to routine hospital procedures. 
Andrew found that differences in responses to treatment 
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or recovery were related to differences in coping styles. 
Neutrals in the experimental group were found to take fewer 
days for recovery and receive fewer medications than neutrals 
in the control group. Avoiders in the experimental group were 
found to spend the same number of days in the hospital but 
receive more medications than avoiders in the control group. 
Sensitizers in the experimental group were found to be equal 
in the number of days in the hospital and receive the same 
amount of pain medication when compared to sensitizers in the 
control group. Thus, information seemed to facilitate neu­
trals, hinder avoiders, and have no effect on sensitizers. 
These findings support the contention that the coping style 
of the individual interacts with treatment in such a way as 
to limit the efficacy of a single treatment modality. Andrews 
suggested that any standardized approach or type of interven­
tion will therefore be limited in its applicability. 
Williams, Jones, Workhoven, and Williams (1975) used 40 
female subjects who were scheduled to undergo therapeutic 
abortions. Prior to both the intervention and surgery, pa­
tients were given Cattell and Scheier's IPAT Anxiety Scale 
Questionnaire to identify the more or less anxious subjects. 
Unlike Andrew (1970) anxiety was the dependent variable; 
therefore, its direct or indirect effect on convalescence was 
not studied. To assess the individual's preoperative level 
of anxiety (as the dependent variable) a Skin Conductance Anx­
iety Test was performed. This test involved noting the number 
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of seconds between the beginning of infusion of thiopental 
sodium to the disappearance of the spontaneous Galvanic Skin 
Response. This test used as an index of anxiety. This mea­
sure was taken after the intervention to assess the effective­
ness of the intervention. 
The first type of Intervention was a cursory visit by the 
anesthesiologist. This visit was formal in nature and a brief 
outline of the surgical procedures was presented. Supposedly, 
no degree of rapport was established during this visit. The 
second type of intervention was considered to be a supportive 
visit. Those in this treatment group were allowed and en­
couraged to discuss the surgery and maximum rapport was es­
tablished. Findings were Interpreted for the two treatment 
groups separately. Among those who received the supportive 
visit there was no difference in final anxiety between those 
who were originally classified as high anxious and those who 
were low anxious. This was interpreted as evidence that the 
supportive visit reduced the level of anxiety for high anxious 
subjects. Among the subjects who received the cursory visit 
treatment, low anxious subjects had a higher SCAT score than 
did the high anxious patients. The SCAT scores of the high 
anxious subjects who received the cursory visit did not dif­
fer significantly from the subjects who received the supportive 
visit. Williams et a^ . suggested that the cursory visit de­
creased the preoperative anxiety of high anxious subjects. 
Thus, both types of treatments reduced the anxiety of highly 
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anxious subjects. However, the cursory visit increased the 
anxiety of low anxious subjects. This finding was similar to 
that of Andrew (1970) in that there was a possible inter­
action between personality characteristics of the individual 
and the type of treatment found to be effective in reducing 
anxiety. 
DeLong (1970) utilized a more conventional measure to 
categorize subjects preoperatively. DeLong investigated re­
lationships between individual coping styles and presurgical 
intervention as they effected convalescence from surgery. The 
subjects in this study were 70 female patients scheduled to 
undergo major abdominal surgery. Approximately half of the 
subjects had gall bladder operations and the other half had 
hysterectomies. Prior to both the surgery and the treatment, 
Spielberger's STAI and a Modified Sentence Completion test 
were administered to subjects to assess both anxiety and coping 
styles. On the basis of the STAI, subjects were labelled as 
high or low anxious. On the basis of the sentence con^ letion 
test, DeLong categorized people into three groups: copers, 
avoiders, and nonspecific defenders. Patients were given the 
STAI again after surgery to ascertain their level of state 
anxiety. The dependent variable was a Recovery Index involv­
ing the following: number of days in the hospital, number of 
pain medications, other medications administered, patient com­
plaints, treatment for minor complications. A high total in­
dex score indicated a difficult recovery. 
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The two treatments in DeLong's study were messages re­
corded on audiotapes and played for the experimental subjects. 
The first message discussed the specific operation (gall blad­
der or hysterectomy). This tape explained the purpose of the 
surgery, the procedures involved in surgical preparation, and 
what the patient could expect to experience after surgery. 
The second message was a general discussion of the hospital 
setting in terms of its history, size, and administrative 
structure. General hospital procedures for admission and 
stay were also discussed, but the specifics of the surgical 
procedures were not. 
For the most part, adaption to surgery was found to be 
dependent on the coping style of the individual. In terms of 
total recovery, specific information was found to be more ef­
fective than general information. When subjects were grouped 
by level of euixiety, the type of intervention was significant 
for low anxious subjects only. Among high anxious subjects, 
only copers were able to utilize specific information. A main 
effect for coping style was found as well as for type of in­
formation and the interaction of the two. Copers given specif­
ic information had a lower total recovery score. Specific 
information resulted in a lower recovery index for low anxious, 
non-specific defenders, but high anxious, non-specific de­
fenders were unaffected by specific information. Low and high 
anxious avoiders had a higher total recovery score with specif­
ic information. In a comparison of recovery indices between 
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the three coping styles, non-specific defenders recovered 
fastest regardless of the information and avoiders recovered 
slowest regardless of the type of information they received. 
Copers recovered slowest in the general information condition 
but reduced this rate drastically in the specific information 
condition. In terms of the specific components of the recovery 
index, differing styles again had an effect. The specific in­
formation treatment reduced the complaints of the copers and 
increased the complaints of the avoiders. Thus, DeLong's 
findings support the idea that the effectiveness of a treatment 
is related to the individual's personality characteristics. 
Summary 
The hospital setting is a stressful one, particularly for 
the preoperative patient. The anxiety that is elicited by the 
impending threat of surgery is situational in nature. The 
findings of several studies have shown that preoperative state 
anxiety scores were higher than postoperative state anxiety 
scores and that trait anxiety scores were not similarly af­
fected by the occurrence of surgery (Auerbach, 1973; Martinez-
Urrutia, 1975; Spielberger et al., 1973). Since this anxiety 
is situation-specific, altering the situation could be ef­
fective as a method for reducing anxiety. In the studies re­
viewed , attempts to alter the situation have taken the form of 
increasing the patient's awareness of some aspects of surgery. 
The effectiveness of these interventions as well as the mani­
festations of anxiety, in this setting, have been viewed from 
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the perspective of the postoperative recovery process and var­
ious aspects thereof. 
Some interventions have been effective in facilitating the 
recovery process. It can be inferred, then, that these inter­
ventions were effective in reducing anxiety. The important 
issue is that of the significant components of successful in­
terventions. Both laboratory and vivo studies found that 
specific information, such as an explanation of exact pro­
cedures or suggestions for facilitative cognitive skills, could 
be effective for stress reduction. Others have found that when 
pain is a component of the stress, preparing the patient for 
that pain by some means increases pain tolerance (Egbert et al., 
1964; Johnson, 1975; Schmitt and Wooldridge, 1973; and Staub 
and Kellett, 1972). There also is some evidence that an inter­
vention involving specific information for coping can be ef­
fective in reducing stress (Langer et al., 1975). 
Finally, there is some evidence which suggests that the 
coping style of the individual may interact with attempts at 
intervention (Andrew, 1970; DeLong, 1970). This last point 
is of particular importance in vivo settings where the 
practicality of an intervention in terms of its generalizabil-
ity across patients may be as important a consideration as the 
effectiveness of a treatment. 
In addition to the findings that are summarized above, 
there are contradictory findings and other aspects of the 
studies reviewed which indicate an ambiguous state of affairs. 
25 
This is particularly true in terms of the role of coping 
styles. Just as there is literature suggesting the importance 
of individual coping styles, there is some evidence indicating 
that an intervention or treatment can be effective in the re­
duction or alleviation of anxiety regardless of any personality 
characteristics of the individual (Johnson, 1972; Langer et al., 
1975; Schmitt and Wooldridge, 1973; Staub and Kellett, 1972). 
Of the studies that assume individual characteristics 
have an important influence on the effectiveness of a treatment 
geared at the reduction of anxiety, not all have been success­
ful in defining those significant characteristics (Van Steen-
house, 1978). Even studies that do classify subjects on rele­
vant dimensions do not clearly suggest the significant compon­
ents of an effective intervention (Williams et , 1975). 
That is, a loosely structured intervention, such as one de­
scribed as a "supportive visit," does not help to identify the 
significant components of that intervention. 
Another major problem is that the different categories of 
coping styles and/or behavior used in some studies are diffi­
cult to reconcile one to the other and therefore the common­
alities are not obvious (Andrew, 1970, DeLong, 1970; Van 
Steenhouse, 1978). Thus, the answer to the question of what 
interventions work best for whom is still unclear. 
Purpose of Present Study 
The present study investigated three issues related to 
presurgical interventions and the alleviation of anxiety. The 
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first issue was the relative effectiveness of different inter­
ventions in the reduction of anxiety as indicated by the re­
covery process. 
It is assumed that an uneventful recovery process indi­
cated that the subject was not overly anxious. Thus interven­
tions were designed to improve recovery by giving the subject 
information which would prepare the subject for the surgical 
experience so that he would be less anxious about the impending 
surgery. Interventions involving different types of informa­
tion were compared. Patients were given one of the following 
types of information: (a) information concerning the sur­
gical procedure; (b) information concerning the postsurgical 
pain experience; or (c) information concerning the hospital 
setting. 
A second issue was the extent to which individual charac­
teristics, such as coping style and level of trait anxiety, 
mediate the relative effectiveness of the different types of 
information. Although some studies and reviews did deal with 
one of these issues, only two dealt with both. This study 
differs from those studies in that one intervention included 
information about subjective experience as well as procedural 
information. 
An issue which has not been dealt with in previous studies 
is the possibility of increasing an individual's susceptibility 
to an intervention or treatment. If this is possible, then the 
importance of individual characteristics such as coping 
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style may be diminished. Therefore, a third purpose of this 
study was to Investigate the possibility of rendering subjects 
more susceptible to the Intervention, regardless of their 
coping style or other personality characteristics. The means 
by which subjects were rendered more susceptible was relaxation 
as it is employed in standard hypnotic induction procedure. 
Hypnosis per se has been typically used in medical set­
tings as em anesthetic (Auerbach, Kendall, Cuttler and Levitt, 
1976; Dobernlck, McFee, Bonello, Papermaster and Wangensteen, 
1961; Rosen, 1951; Sachs, 1970). There also are cases where 
the technique has been used to motivate the subject towards a 
more expedient and less painful recovery process (Barber, 1963; 
Crasilneck and Hall, 1973; Melzack, 1975; Wolfe and Millet, 
1960). In the present study, hypnotic induction was used as a 
relaxation technique. Since anxiety is a potent variable for 
the presurgical patient, the hypnotic induction procedure was 
designed to allay some of that anxiety, relax the subject, 
and thereby render him more susceptible to the experimental 
treatment. 
Hypotheses 
1. An Intervention involving relaxation will facilitate 
recovery, regardless of the coping style and trait anxiety 
level of the individual. Self-report measures of stress and 
the patient's medical records were used to test this hypothesis. 
2. An intervention that does not Involve relaxation but 
does Involve stress-relevant information about subjective sen­
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sations and ways for the alleviation of pain, will be more ef 
fective than one which involves a description of surgical pro 
cedures exclusively. Data from the patient's medical record 
were used to test this hypothesis. 
3. Under non-relaxation interventions, there will be an 
interaction between coping styles and type of information im­
parted. Copers and non-specific defenders given specific 
stress-relevant information should recover better than those 
given general or irrelevant information. Avoiders given 
specific stress-relevant information should have a more com­
plicated recovery than avoiders given general or irrelevant 
information. Self-report measures of coping styles and the 
patient's medical records were used to test this hypothesis. 
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CHAPTER TWO METHODS AND STATISTICAL ANALYSIS 
Methods 
Subjects 
Subjects were 40 male veterans scheduled for left or 
right inguinal hernia surgery. Twenty of the subjects were 
hospitalized at the Des Moines Veterans Administration Medical 
Center in Des Moines, Iowa (DMVA). The remaining twenty sub­
jects were patients of the St. Louis Veterans Administration 
Medical Center in St. Louis, Missouri (SLVA). 
DMVA subjects ranged in age from 23-77 years; mean 54.45, 
with a standard deviation of 15.56. SLVA subjects ranged 
from 28-88 years; mean 55.65, standard deviation of 14.60. 
The mean formal education of Des Moines patients was 10.6 
grades; mean formal education of St. Louis patients was 
9.6 grades. See Table 2.1. 
To decrease variability resulting from the interaction 
of other factors with the surgical procedure itself, subjects 
in the following categories were excluded: (1) subjects suf­
fering from organicity or brain dcimage; (2) subjects whose 
hospital stay far exceeded that normally expected; (3) sub­
jects having ailments more debilitating than hernia problems; 
(4) patients having additional surgical procedures performed; 
(5) patients with a history of pulmonary or cardiovascular 
disease or a diagnosed carcinoma; (6) patients whose past 
histories indicated four previous hernia operations or hernia 
operations within the preceding 10 years. 
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Table 2.1 Summary of Characteristics of 
Des Moines and St. Louis Samples 
Age : Mean 
Standard Deviation 
Des Moines St. Louis 
54.45 55.65 
15.56 14.60 
9.65 
2.32 
School: Mean 10.60 
Standard Deviation 1.95 
Subjects having hernia operations were selected randomly, 
contingent on certain concessions to the hospital setting. 
The concessions included several factors, with the patient's 
welfare and medical well-being being the primary considera­
tion. There were also concessions to the hospital routine and 
needs of the medical staff. Thus, testing sessions were fre­
quently scheduled only to be rescheduled to accommodate med­
ical testing. 
A total of 17 potential subjects were lost for the follow­
ing reasons: surgery not performed after presurgery data col­
lected (2 subjects), patient discharged before post-testing (3), 
patient refused to participate (7), patient transferred to a 
non-surgical ward (1), an unexpected complication occurred 
during surgery (1), patient heard information tape more than 
two days before surgery (3). 
Experimental Procedures 
All subjects were interviewed initially to obtain consent 
and determine whether the criteria for inclusion were met. 
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The STAI and sentence completion test were administered. Prior 
to surgery»subjects heard one of four information tapes. After 
surgery, subjects were interviewed and the STAI-State was ad­
ministered. Subjects also completed a Pain Questionnaire after 
surgery. For some subjects, data were collected in two sessions 
and for others there were three sessions. Those subjects who 
were admitted 4 to 6 days before surgery was scheduled had 
three sessions unless the surgery date was changed abruptly. 
Those subjects who were admitted 3 days before the scheduled 
surgery or for whom the surgery was not scheduled until the 
day before surgery had two sessions. All tests and tapes were 
administered by the experimenter. See Table 2.2 for an over­
view of the experimental procedure. 
Preoperative Session Subjects were contacted ini­
tially as soon as they were identified as hernia patients and 
available (not involved with other testing). During the ini­
tial contact, the subjects were told that the hospital was in­
terested in determining how knowledge of surgery affected peo­
ple. The study was briefly described and they were asked 
whether they would be interested in participating. If they 
agreed, they were given two consent forms. One was an of­
ficial VA consent form and a second was an information form 
which was a summary of the study. See Appendices B and C. 
After the two consent forms were signed in the presence of a 
witness, subjects were asked questions to determine their 
acceptability as subjects. (See Appendix A) If the patient 
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Table 2.2 
Experimental Procedure 
Session 
Hospital 
Procedure 
Experimental 
Procedure 
Patient Admission 
Charted Diagnosis: 
Hernia 
Preoperative 
Session 
Patient Information 
Form 
Consent Form 
Sentence Completion 
Test 
State-Trait Anxiety 
Inventory 
Surgery Scheduled 
Treatment 
Session 
Irrelevant Informa­
tion Tape or 
Procedural Informa­
tion Only Tape or 
Procedural and Pain 
Information Tape or 
Relaxation, Rele­
vant and Pain In­
formation Tape 
Surgery 
Postoperative 
Session 
State-Trait Anxiety 
Inventory-State 
Patient Question­
naire 
Patient Discharge 
Collection of Data 
from Medical Chart-
Recovery Index 
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was an appropriate subject, the STAI was administered in its 
entirety followed by the SCT. When space was available, the 
initial interview and testing were conducted in a quiet office. 
When it was not available, patients were contacted at their 
bedside with the privacy curtain drawn. In instances where 
the patient was scheduled for surgery the following day, they 
listened to the information tape immediately following testing. 
If they were scheduled for surgery later or were not as yet 
scheduled, a second preoperative session was conducted for the 
purpose of presenting the tape. 
The interval between testing time and surgery varied from 
one to four days. The interval between admission and surgery 
was dependent on such factors as: (1) whether the patient had 
an extensive medical examination in the outpatient clinic prior 
to admission; (2) availability of medical staff; (3) the time­
liness of laboratory work and preoperative preparation; (4) 
availability of beds on the ward; (5) whether the patient 
actually entered the hospital on the date he was scheduled 
to be admitted; (6) cancellation and rescheduling of surgery 
at the last minute. Testing was administered as soon as the 
subject's status as a hernia patient was known and the patient 
was available. 
The interval between exposure to the audiotape and sur­
gery varied also. On no occasion was the interval less than 
15 hours before actual surgery. In most cases, subjects heard 
the information the day before surgery. Although it was orig-
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Inally thought that patients would hear a tape 24 hours before 
the scheduled surgery or the morning of the day before surgery 
this was impossible. Patients were often unavalleQ>le due to 
medical testing. The hernia operation as an elective surgery 
was rescheduled based on availability of staff, operating fa­
cilities and changes in the operating room schedule. All sub­
jects heard the tape between 15 and 48 hours prior to surgery 
to decrease variability due to the interaction between infor­
mation and interval between surgery and receipt of information. 
Postoperative Session All subjects were visited the 
third day after the operation. At this time, they were given 
the State part of the STAI form and asked to complete the Pain 
Questionnaire. They were also encouraged to express any ad­
ditional reactions to their experience in the hospital, their 
surgery and the study. At this time, subjects were thanked 
for their participation and this was the final contact between 
experimenter and subject. 
Additional data were taken from the subject's medical 
record subsequent to discharge. (See Appendix L) 
Independent Variables 
Independent variables measured the patients' state and 
trait emxiety and their coping styles. 
State-Trait Anxiety Inventory The Spielberger State-
Trait Anxiety Inventory (Spielberger et al. 1969) was used to 
evaluate both the chronic level of anxiety arousal (trait 
anxiety) and the situationally determined level of anxiety 
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(state anxiety). The change in state amxiety from pre- to 
postsurgery was assessed by subtracting the postsurgery «mxiety 
score from the presurgery anxiety score. This inventory con­
sists of two questionnaires, each containing twenty statements. 
Each statement is rated on a 4-point scale by the subject. The 
state anxiety rating indicates the intensity of anxiety ex­
perienced at the time of testing. The trait anxiety rating 
indicates the frequency of the anxiety state. This is a self-
report measure and in most cases was self-administered. When 
self-administered, the questionnaires together took 15-20 
minutes. In some instances, the questionnaire was read aloud 
by the experimenter. When verbally administered it took 30-40 
minutes. Scores ranging from 20-80 are possible on each scale. 
Sentence Cong)letion Test Assessment of the subject's 
coping disposition was done by the Sentence Completion Test 
(SCT). The test consists of sentence stems which the subject 
completed in any manner he desired. The original test was 
developed by Mainord (as cited in Goldstein, 1973) amd con­
tained 60 stems but DeLong (1970) and others (Andrew, 1967) 
reported that the length caused resistance on the part of many 
patients. It was also reported that patients expressed dis­
pleasure at the predominance of sexual and aggressive material. 
Thus, the modified form of the SCT used by DeLong (1970) was 
administered in this study. The modified version contains 25 
sentence stems. There are 11 items from this original SCT 
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pertaining to sexual and aggressive responses, five filler 
items, and nine of the items were developed to elicit re­
sponses toward illness and injury. This modified version 
required 10-15 minutes for completion. (See Appendix D) 
The scoring criterion used for the SCT was the same as 
that used by DeLong (1970), Andrew (1967), and Goldstein 
(1973). Goldstein reported correlations of .89-.92 between 
raters using the following criterion to score the SCT on a 3-
point scale (0, 1 or 2): responses that were specific in 
nature and reflected a recognition of the in^ lication of the 
stem were scored higher, responses that expressed strong feel­
ings were scored higher, and responses that were arbitrary in 
nature were scored lower. Thus, responses indicating intense, 
immediate, personalized involvement were scored 2; responses 
indicating denial, remoteness and lack of personalized involve­
ment were scored 0; and intermediate responses were scored 1. 
Because of the subjectivity involved in the scoring system, a 
manual composed of 40-60 sample responses from previous re­
search was used (DeLong, 1970, Andrew, 1967). The manual of 
sample answers and responses from the present study are in 
Appendix E. 
DeLong's cutoff points were used to insure comparable 
data between this and previous studies. Individuals scoring 
between 0-16 were classified as "Avoiders", those scoring be­
tween 17-21 as "Non-specific Defenders", and those scoring 
between 22-40 as "Copers". 
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Dependent Variables 
Dependent variables measured the subjects' perception 
of their pain experience and their recovery from surgery. 
Pain Questionnaire The pain questionnaire was de­
veloped by the experimenter to elicit subjects' reaction to 
the information they heard as well as their perception of their 
pain. It was a self-report measure consisting of 6 questions. 
(See Appendix K) The subject was required to indicate how 
he felt his pain experience compared to that of other patients. 
Since pain is a subjective experience this type of comparison 
provided a standard by which the subject could evaluate his 
experience. The last question was eliminated from the form 
given St. Louis patients since hospital procedure rendered it 
inapplicable. All but one answer was to be rated on a contin­
uum by the subject. 
Recovery Index Any index of recovery will necessarily 
be somewhat arbitrary. The measures used in this study were 
an attempt to reflect significant differences in the recovery 
process of patients rather than the general policies and 
practices of the medical facilities. For example, orders were 
routinely written at both hospitals for the nurses to encourage 
the patients to take fluids and cough the first postoperative 
day. The recovery index used did not reflect such usual and 
non-significant orders. 
Although many of the previous studies used only numbers 
of days between surgery and discharge, and numbers of pain and 
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sleep medications, it was decided that a more comprehensive 
picture of a subject's recovery was desired. To achieve this 
goal, a recovery index similar to that of DeLong's (1970) was 
used. The only change made was that medications for constipa­
tion were not counted as "other medications" because they were 
routinely ordered for most patients. Doctors' orders, nursing 
notes, and medication sheets were reviewed to insure that all 
patient complaints, medication and general reactions of med­
ical staff to the patient were gathered. 
The Recovery Index was composed of five subdivisions : 
(a) number of days of hospitalization after surgery, 1 point 
per day; (b) number of pain and sleep medications, 1 point per 
entry; (c) number of other medications, 1 point per day; (d) 
number of complaints or negative behavioral observations 
noted; and (e) a weighted number of points for special pro­
cedures and minor complications. One point was assigned to 
the most common treatments and procedures, such as ice packs; 
additional points were assigned to relatively unusual treat­
ments or notations which suggested the presence of complica­
tions . 
For example, suppose a patient remained in the hospital 
6 days (6 points), required seven pain and/or sleep medica­
tions (7 points), and was on antibiotics for two days (2 
points). If he complained of dizziness and a headache and 
these were charted, 2 additional points were added. If there 
were no additional treatments ordered, his total recovery 
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score would be 17. The scorer's guide appears in Appendix L. 
Stimulus Materials 
The interventions were audiotape messages containing in­
formation relevant to the hospital setting. The tapes varied 
in length from 7 to 22 minutes. All subjects heard one of four 
tapes. The scripts for the irrelevant information tapes were 
based on patient and staff manuals provided by each hospital. 
The scripts for all other tapes were written by the experi­
menter in conjunction with staff physicians and psychologists. 
Information Tapes The first tape involved informa­
tion of a general nature. (See Appendices F «md G) The hospital 
facilities were described and information concerning the 
services available to patients were discussed. Since this 
information was thought to be irrelevant to the intending 
threat of surgery and the related stress, those patients 
hearing this tape served as the Control group. 
The second tape message involved a discussion of the 
specific surgical procedures and the etiology of the hernia 
condition. This was the Procedural Information Only con­
dition. (See Appendix H) The third tape included the infor­
mation on the Procedural Information condition and also in­
cluded a discussion of the subjective pain sensations the sub­
ject could expect to experience as well as suggestions for 
pain reduction and improved tolerance by cognitive and 
physical means. (See Appendix I) The last tape combined all 
of the information on the second and third tapes and the sub­
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ject was given a relaxation message. The relaxation message 
was similar to a hypnotic induction and was heard at the 
beginning of the recording. (See Appendix J) It was thought 
that a state of relaxation would be induced at the onset of 
the tape and would render the patient more susceptible to the 
information that followed. 
Statistical Analysis 
The data were analyzed by a two step process. The first 
step was an analysis of variance to ascertain the effects of 
the four treatments on the outcome measures. Each of five 
components of the recovery index v/as analyzed separately and 
another analysis was done on the total recovery score. Treat­
ment models incorporated the tape elements in an additive man­
ner and so that a significant main effect would indicate which 
aspect of the treatment was important in improving recovery. 
(See Table 2.3) 
The second type of the analysis focused on the contribu­
tion of individual characteristics as well as the specific 
treatment components of the treatments on outcome measures. 
Regression analysis was used for this second analysis. The 
following independent variables were used in the regression 
equation: Level of preoperative state anxiety, level of trait 
anxiety, the presence of types of information in the interven­
tion, the subject's marital status, age, level of schooling 
and the recovery scores. The regression analysis was designed 
to indicate the relative significance of each contributing 
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Table 2.3 
Overview of Treatments 
Type of information Treatment Group 
received 
1 2 3 4 
Irrelevant Yes No No No 
Procedural No Yes Yes Yes 
Sensation No No Yes Yes 
Relaxation No No No Yes 
factor and any interaction of individual components. Through 
this method of analysis, information concerning relevant com­
ponents of recovery could be ascertained regardless of the 
statistical significance of any one intervention. 
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CHAPTER THREE 
RESULTS 
Three major hypotheses were tested in this study. The 
first hypothesis was that relaxation would render subjects more 
susceptible to helpful information and facilitate recovery. 
The second hypothesis was that stress relevant information 
would be more effective in facilitating recovery than infor­
mation giving only a description of the surgical procedures. 
The third hypothesis was that there would be an interaction 
between the type of information given and patients' coping 
styles. 
The independent variables were the subjects' state and 
trait anxiety and their coping styles. Patients were classi­
fied as high or low trait anxious subjects and as Avoiders, 
Copers or Non-specific defenders based on scores on the STAI 
and the SCT, respectively. The dependent variables were the 
subjects' perception of their pain experience, recovery from 
surgery, and the change in situational anxiety. The Pain 
Questionnaire was administered to allow patients to assess 
their pain experience. Medical records were used to obtain 
data on recovery. The presurgical state anxiety score was 
compared to the postsurgical score to ascertain the effect of 
the change in state anxiety on recovery. 
There were three types of analysis of data. First the 
Des Moines and St. Louis samples were compared to determine 
the existence of any significant differences between the two 
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groups. The second analysis compared recovery under the four 
treatment conditions. A one-way analysis of variance was used 
for this analysis. The third analysis involved the determina­
tion of factors affecting recovery. A regression analysis was 
used to determine the significant factors. 
Comparison of Des Moines and St. Louis Samples 
Two different samples were used in this study as a result 
of the relocation of the experimenter. Both hospitals were 
Veterans Administration facilities and, for that reason, were 
expected to be similar in their routines and management of 
patients. Differences between samples could occur as a result 
of variation in administrative and medical policies which would 
be reflected in admission, scheduling, and discharge routines. 
Therefore, two samples were compared to determine differences 
which might influence recovery outcomes. (See Appendix M for 
summary of the descriptive data for both samples.) 
Analyses of variance indicated that the Des Moines sam­
ple and the St. Louis sample did not differ significantly in 
terms of demographic data such as age and schooling. The two 
samples also did not differ significantly on the independent 
variables trait anxiety, state anxiety, change in state 
anxiety, nor on coping style. See Table 3.1 for a summary of 
comparison of the two samples on demographic and independent 
variables. 
The two sample populations did differ significantly on 
three of the five recovery scores: hospital days, number of 
Table 3.1 
Comparison of Des Moines and St. Louis samples on demographic, 
independent, cUid classification variables 
Des Moines St. Louis 
Type of Variables 
Mean S.D. Mean S.D. F p 
Demographic 
Age 54 .45 15.56 55.65 14. 60 .06 .80 
Education 10 .60 1.90 9.65 2. 32 1.96 .17 
Independent 
Prestate Anxiety 39 .80 10.32 33.30 11. 46 3.55 .07 
Poststate Anxiety 36 .75 12.86 34.25 12. 92 .38 .54 
Trait Anxiety 39 .00 10.95 34.90 9. 80 1.56 .22 
Classification 
n n 
Marital status: Married 
Divorced 
Single 
13 
3 
4 
7 
5 
8 
Trait Anxiety: High 
Low 
11 
9 
10 
10 
Coping Strategy: Avoiders 
Copers 
6 
6 
10 
5 
Non-specific 
Defenders 8 5 
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other medications, number of minor medical complications a-
rising after surgery and special procedures. The Des Moines 
sample was in the hospital for more days and had more minor 
medical complications following surgery than the St. Louis 
sample. The Des Moines sample received fewer "other medica­
tions" than did the St. Louis sample. (See Table 3.2) 
In spite of these differences, the two samples were com­
bined for analysis for several reasons. The two sangles did 
not differ significantly on the independent variables or the 
demographic variables. This indicated that the two saunple pop­
ulations were similar on characteristics which could confound 
treatment outcomes. Although the two groups did differ sig­
nificantly on three of the recovery indices, they did not 
differ on total recovery score, which is a better index of 
recovery than the individual components of the index. (See 
Appendix N for a summary of the analysis of variance on out­
come measures.) 
Comparison of Treatments 
Subjects heard one of four audiotapes. Subjects in one 
group heard a tape giving information about the hospital en­
vironment in general and various facilities at the hospital 
available to subjects. This information was considered to be 
irrelevant to the stressful situation and subjects in this 
condition served as the control group. The three experimental 
conditions involved the following types of information: (1) 
the etiology of the inguinal hernia and the surgical procedure 
Table 3.2 
Comparison of Des Moines and St. Louis 
sangles on dependent variables 
Des Moines St. Louis 
Variable Mean S.D. Mean S.D. F P 
Days in hospital 6.70 2.64 5.05 1.60 5.71 .02 
Pain and sleep 
medications 3.90 .97 5.15 2.97 3.19 .08 
Other medications .15 .36 1.05 1.79 4.85 .03 
Minor complications 1.65 1.69 .30 .65 11.04 .002 
Complaints .65 1.27 .45 .89 .33 .57 
Total recovery 13.05 4.02 12.00 5.84 .44 .51 
Change 3.05 11.98 -.95 14.09 .94 .34 
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which corrects the condition, (2) the etiology of the inguinal 
hernia, the surgical procedure which corrects the condition, 
a description of the pain associated with the hernia operation, 
and suggestions for minimizing the pain, (3) a relaxation in­
duction message, the etiology of the inguinal hernia, the sur­
gical procedure which corrects the condition, a description 
of the pain associated with the hernia operation, and sugges­
tions for minimizing the pain. 
The recovery index scores of subjects in each of the four 
conditions were compared using one-way analysis of variance. 
Separate analyses were done for each recovery index. There 
were no significant differences between the four treatment 
groups on any of the measures. Thus, the treatments were not 
differentially effective. See Table 3.3 for a summary of the 
comparison of the four treatment groups. (See Appendix N) 
To ascertain the possible effects of any information the 
three experimental groups were combined and compared to the 
control group using an analysis of variance. (Appendix N) 
Although the results were not significant at the .05 level, 
the recovery total score did approach significance (p > .08), 
indicating that some relevant information may facilitate re­
covery. Three other recovery scores (hospital days, pain and 
sleep medications, and other medications) were significant at 
the p " .15 level, lending further support to the conclusion 
that some relevant information may facilitate recovery. 
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Table 3.3 
Comparison of Recovery Indices of Four Treatment Groups 
Group Means 
C 1 2 3 F P 
Hospital days 6.8 5.8 5.9 5.0 1.02 .40 
Pain and sleep 
medications 5.5 4.3 3.7 4.6 1.09 .36 
Other medications 1.2 0.6 0.4 0.2 1.02 .40 
Complications 0.7 1.10 0.8 1.3 .35 .79 
Complaints 0.7 0.6 0.4 0.5 .13 .94 
Total recovery 14.90 12.1 11.20 11.60 1.12 .35 
Change 52.90 50.10 52.10 49.10 .17 .92 
Poststate 39.90 34.10 33.70 34.30 .51 .68 
Note. C = control; irrelevant information only; 1 • procedural 
information only; 2 = procedural and pain sensation 
information; 3 = relaxation, procedural and pain sensa­
tion information. 
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Prediction of Outcome using Individual Characteristics 
The results of the analysis of variance indicated that 
the treatments were not differentially effective. However, in­
dividual characteristics such as coping style could have had 
a significant effect on recovery; that is, individual character­
istics could have interacted with the treatment conditions to 
yield the results. Multiple regression analysis was employed 
to ascertain the contributions of individual characteristics 
to recovery. (See Appendix 0 for the matrix of intercorrela-
tions individual characteristics, treatment, and recovery 
indices.) 
The regression analyses used the following scores as 
independent variables: age, school, trait score, prestate 
score, change, half (Des Moines or St. Louis sa pie). The 
following classification variables were coded as dummy varia­
bles: treatment group membership, marital status, and coping 
style. There were separate analyses for each of the follow­
ing components of the recovery process : hospital days, pain 
and sleep medications, complications, complaints, total re­
covery, change, and poststate score. A second series of re­
gression analyses was done for each recovery index excluding 
the variables of change and half from the regression equation 
as these two variables were significant predictors for sev­
eral recovery measures in the first series of analyses and 
it was thought that their inclusion could be masking the 
significance of other variables. 
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The regression analyses Involved a process whereby the 
single best predictor variable for a given recovery component 
was found. Next a model Indicating two best predictor varia­
bles was generated. This process was continued until a five 
variable model indicating the five best predictors was found. 
At each stage, the best set of variables (predictors) were used. 
Thus,a predictor that was significant in a lower order may have 
been replaced by another predictor in a higher order model if 
the replacement resulted in higher predictive accuracy. 
The process just described can be illustrated with the 
results for the regression analysis using all variables and 
the total recovery score. For improvement on total recovery 
(better recovery is Indicated by a lower total score), mem­
bership in the control group was the single best predictor. 
The one variable model was not significant at the p = .05 
level but did approach significance (p = .081). The two best 
predictor variables were prestate score and membership in the 
control group. The two variable model was significant 
(p = .047). The best three predictor variables were trait 
score, prestate score, and control group membership. This 
three variable model was also significant (p » .050) . The 
four best predictor variables were prestate score, half, mem­
bership in the control group, and classification as a coper. 
The four variable model was significant (p - .046). The five 
best predictors of improvement on the total recovery score 
were prestate score, change, half, membership in the control 
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group, and classification as a coper. The five variable model 
was non-significant (p = .062). See Table 3.4 for a summary 
of the results the stepwise regression for the recovery total. 
(See Appendix P for summary of stepwise regression for all 
variables.) 
All of the predictor models were significant at the .05 
level for the recovery component number of days in the hos­
pital. The single best predictor was whether the subject was 
a member of the Des Moines or St. Louis sample (half). The 
two best predictor variables were age and half. The three 
best predictor variables were age, half, and classification 
as a non-specific defender. The four variable model included 
age, half, membership in the control group and classification 
as non-specific defender. The five variable model added 
marital status of "married" to the group of predictor varia­
bles. See Table 3.5 for a summary of these results. (See 
Appendix P) 
All predictor models were significant for the component 
number of pain and sleep medications except the one variable 
model. The two best predictors were the prestate score and 
membership in the control group. In the three variable model, 
classification as a coper was added as a predictor. The four 
variable model included all the variables above and added the 
change between pre-and poststate anxiety scores. The five 
variable model added half as a variable. See Table 3.6 for a 
summary of these results. (See Appendix P) 
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Table 3.4 
Stepwise Regression for Recovery Total, 
All Variables Included 
Model R^  F P 
(1) Control .0778 3.21 .0812 
(2) Prèstate. Control .1519 3.31 .0474 
(3) Trait, Prèstate. 
Control .1929 2.87 .0499 
(4) Prestate, Half, 
Control, Coper .2361 2.70 .0460 
(5) Prestate, Change, 
Half, Control, 
Coper .2565 2.35 .0622 
Table 3.5 
Stepwise Regression on Number 
Surgery, All Variables 
of Days 
Included 
After 
Model r2 F P 
(1) Half .1306 5.71 .0219 
(2) Age, Half .2633 6.61 .0035 
(3) Age, Half, Non­
specific defender .2952 5.03 .0052 
(4) Age, Half, Control, 
Non-specific 
defender .3107 3.94 .0096 
(5) Age, Half, Control, 
Married, Non­
specific 
defender .3269 3.30 .0155 
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Table 3.6 
Stepwise Regression on Number of Pain and Sleep 
Medications, All Variables Included 
Model r2 F P 
(1) Half .0774 3.19 .0822 
(2) Prestate, Control .1574 3.46 .0421 
(3) Prestate, Control, 
Coper .2355 3.70 .0204 
(4) Prestate, Change, 
Control, Coper .2835 3.46 .0175 
(5) Prestate, Change, 
Half, Control, 
Coper .3139 3.11 .0203 
All predictor models were significant for the number of 
other medications component of the recovery index. Half was 
the single best predictor variable. Membership in the control 
group was a predictor variable for all the other models and 
change between the pre-and poststate score was a predictor 
variable in the three, four, and five variable models. The 
five variable model added the trait score as a predictor of 
improved (fewer) number of other medications. See Table 3.7 
for a summary of predictor variables for number of other med­
ications. (See Appendix P) 
Half was the single best predictor for ixqprovement in 
minor complications. All the models for this recovery com­
ponent were significant. Age and half were the best t%fo pre­
dictor variables. The three variable model added the marital 
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Table 3.7 
Stepwise Regression on Number of Other 
Medications, All Variables Included 
Model R2 F P 
(1) Half .1131 4.85 .0338 
(2) Half, Control .1802 4.07 .0253 
(3) Change, Half, 
Control .2256 3.50 .0252 
(4) Change, Half, 
Control, Coper .2862 3.51 .0165 
(5) Trait, Change, Half, 
Control, Coper .3341 3.41 .0132 
status or divorced. The four variable model included the pre-
state score. The five variable model added the treatment con­
dition sensation information (where subjects heard the tape 
describing the postsurgical pain experience and ways of mini­
mizing the pain). See Table 3.8 for a summary of results of 
the regression for minor complications. (See Appendix P) 
For the recovery component complaints noted, no regres­
sion model was significant at the .05 level. The single best 
predictor variable was classification as a non-specific de­
fender. The two model variable added age as a predictor 
variable. The three best predictor variables were trait 
score, prestate score, and classification as a non-specific 
defender. The four variable model added half as a predictor 
variable. The five variable model included the following 
variables: trait score, prestate score, half, classification 
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Table 3.8 
Stepwise Regression for Minor Complications, 
All Variables Included 
Model R^  F P 
(1) Half .2251 11.04 .0020 
(2) Age, Half .3148 8.50 .0009 
(3) Age, Half, 
Divorced .3761 7.23 .0006 
(4) Age, Prestate, 
Half, Divorced .3993 5.82 .0011 
(5) Age, Prestate, Half, 
Sensation Infor­
mation , Divorced .4146 4.82 .0020 
as divorced, and classification as an avoider. See Table 3.9 
for a summary of results of the regression for complaints ob­
served. (See Appendix P) 
The following indices of recovery were significant in 
most models: number of days, number of pain and sleep medi­
cations , number of other medications and minor complications. 
In all cases, the variable half was the first variable added. 
This indicates that recovery varied with the hospital. For 
the recovery variable complaints noted, no model was sig­
nificant. For the total recovery score, some models were 
significant while others were not. Those variables which 
were significant were individual characteristics, riot the 
hospital where the subject was a patient. See Appendix P for 
a summary of the regression analysis with all the variables. 
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Table 3.9 
Stepwise Regression for Complaints Noted, 
All Variables Included 
Model r2 F P 
(1) Non-specific 
defender .0658 2.68 .1100 
(2) Age, Non-specific 
defender .0964 1.97 .1534 
(3) Trait, Prestate, 
Non-specific 
defender .1402 1.96 .1380 
(4) Trait, Prestate, 
Half, Non-specific 
defender .1807 1.93 .1271 
(5) Trait, Prestate, 
Half, Divorced, 
Avoider .2009 1.71 .1592 
Regression with variables of half and change excluded. 
The analyses using all the variables indicated that half and 
change were significant predictors for most recovery measures. 
Thus, regression analyses excluding these two variables were 
done to ascertain whether these two variables were confound­
ing variables, thereby masking other significant predictors. 
In general, the models generated by the reduced number of var­
iables were not significant. These models were not as good as 
those in the foregoing analysis. See Appendix Q for a summary 
of the results of the stepwise regression excluding the var­
iables half and change. 
For the recovery total score the two, three and four var-
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lable models were significant at the .05 level. The best two 
predictor variables were prestate and membership in the con­
trol group. The three variable model added trait score as a 
predictor variable. The four variable model added the status 
of "divorced" as a variable. See Table 3.10 for a summary of 
the results for the regression on recovery total excluded half 
and change. (See Appendix Q) 
For improvement on the recovery component number of days 
in the hospital after surgery, all models were significant ex­
cept the five variable model. The two best predictors were age 
and classification as a non-specific defender. The three var­
iable model added the trait score. The four variable model 
included the level of education. The five variable model had 
the following variables: age, education, trait score, pre­
state score and classification as a non-specific defender. 
See Table 3.11 for a summary of the results of the regression 
with reduced number of variables. (See Appendix Q) 
For improvement on the recovery component number of pain 
and sleep medications three models were significant at the 
.05 level. The two, three and four variable models were sig­
nificant. The two best predictors were prestate score and 
membership in the control group. The three variable model 
added the classification of non-specific defender as a pre­
dictor variable. The four variable model included the follow­
ing variables: prestate score, control group membership, sen­
sation group membership and classification as a coper. 
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Table 3.10 
Stepwise Regression on Recovery Total, 
Excluding Half and Cheuige 
Model R^  F P 
(1) Control .0779 3.21 .0812 
(2) Prestate, Control .1519 3.31 .0474 
(3) Trait, Prestate, 
Control .1929 2.87 .0499 
(4) Trait, Prestate, 
Control, 
Divorced .2302 2.62 .0516 
(5) Trait, Prestate, 
Control, 
Divorced, Coper .2392 2.14 .0845 
Table 3.11 
Stepwise Regression for 
Half and Change 
Number of Days, 
Excluded 
Model r2 F P 
(1) Age .1219 5.28 .0272 
(2) Age, Non-specific 
defender .1770 3.98 .0272 
(3) Age, Trait, Non­
specific defender .2144 3.28 .0320 
(4) Age, Education, 
Trait, Prestate .2430 2.81 .0403 
(5) Age, Education, 
Trait, Prestate, 
Non-specific 
defender .2618 2.41 .0564 
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See Table 3.12 for a summary of the regression analysis re­
sults on number of pain and sleep medications with the reduced 
number of variables. (See Appendix Q) 
For the recovery measure other medications, the three, 
four and five variable model were significant at the .05 sig­
nificance level. The three best predictors were prestate 
score, membership in the control group, and classification as 
coper. The four variable model added the variable classifica­
tion as an avoider. The five variable model included the 
following variables: prestate score, membership in the con­
trol group, classification as a coper, classification as an 
avoider and membership in the relaxation treatment group. 
See Table 3.13 for a summary of the results of the regression 
on other medications. (See Appendix Q) 
For the recovery component minor complications, the first 
four variable models were significant. The single best pre­
dictor was age. The two variable model added the status of 
"married" as a variable. The three best predictors were age, 
marital status of "married" and classification as a non-specific 
defender. The four variable model added membership in the re­
laxation treatment group. See Table 3.14 for a summary of the 
results of the regression analysis excluding change and half 
on minor complications. (See Appendix Q) 
For the recovery measure complaints noted, no model was 
significant at the .05 significance level. See Table 3.15 
for a summary of the regression analysis on complaints noted 
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Table 3.12 
Stepwise Regression for Number of Pain and 
Sleep Medications, Half and Change Excluded 
Model r2 F P 
(1) Control .0627 2.54 .1190 
(2) Prèstate. Control .1574 3.46 .0421 
(3) Prestate, Control, 
Non-specific 
defender .2355 3.70 .0204 
(4) Prestate, Control, 
Sensation, Coper .2533 2.97 .0327 
(5) Age, Prestate, 
Control, Sensation .2606 2.40 .0576 
Table 3.13 
Stepwise Regression on Other Medications, 
Excluding Half and Chemge 
Model R2 F P 
(1) Non-specific 
defender .0736 3.02 .0904 
(2) Education, Non­
specific 
defender .1422 3.07 .0585 
(3) Prestate, Control, 
Coper .2201 3.39 .0284 
(4) Prestate, Control, 
Avoider, Coper .2457 2.85 .0381 
(5) Prestate, Control, 
Relaxation, 
Avoider, Coper .2773 2.61 .0422 
61 
Table 3.14 
Stepwise Regression on Minor Complications, 
Change and Half Excluded 
Model R2 F P 
(1) Age .1015 4.29 .0451 
(2) Age, Married .2009 4.65 .0158 
(3) Age, Married, Non­
specific defender .2227 3.44 .0268 
(4) Age, Relaxation, 
Married, Non­
specific defender .2301 2.62 .0511 
(5) Age, Relaxation, 
Married, Divorced, 
Non-specific 
defender .2358 2.10 .0897 
Table 3.15 
Stepwise Regression on Complaints Noted, 
Excluding Half and Change 
Model r2 F P 
(1) Non-specific 
defender .0658 2.68 .1100 
(2) Age, Non-specific 
defender .0964 1.97 .1534 
(3) Trait, Prestate, 
Non-specific 
defender .1420 1.96 .1380 
(4) Trait, Prestate, 
Divorced, 
Avoider .1710 1.80 .1500 
(5) Age, Education, 
Trait, Prestate, 
Avoider .1872 1.57 .1961 
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excluding half and change. (See Appendix Q) 
Fewer models generated by the regression analysis ex­
cluding half and change were significant than those generated 
by multiple regression using all the variables. (See Appen­
dix P) 
Pain Questionnaire 
Subjects were given a pain questionnaire three days after 
surgery. The instrument was designed to elicit the extent to 
which the patient felt he was well-informed about the surgery 
and the pain he experienced after surgery. The purpose of the 
questionnaire was to elicit the patient's subjective perspec­
tive of his pain. 
Subjects in the experimental group who felt their pain 
experience was less than or equal to that of other patients 
also felt that they were well-informed and that the informa­
tion they heard was accurate. Of the ten subjects who heard 
the sensation tape, only two experienced very severe pain and 
only one of the two perceived the pain as more severe than 
expected and more severe than that of the average hernia pa­
tient. Of the ten subjects hearing the relaxation tape, only 
one experienced more pain than he had expected and more pain 
than he perceived other hernia patients had experienced. No 
subjects hearing the relaxation message indicated that the 
pain experienced postsurgically was very severe. Four sub­
jects who heard the procedural information only perceived 
their postsurgical pain as very severe. Four of the ten sub­
63 
jects hearing the procedural information tape indicated that 
he probably experienced more pain than other hernia patients. 
The only patient who indicated that he would not recom­
mend that other patients hear information tape before surgery 
was one who heard the irrelevant information tape. In general, 
subjects hearing the irrelevant information indicated that 
they experienced an average amount of pain and rated all re­
sponses in the mid-range (3 on a scale of 1 to 6). No sub­
ject in this condition experienced severe pain and only one 
indicated that he had probably experienced more pain than the 
average hernia patient. 
Subjects in the experimental groups, especially those re­
ceiving information about pain, felt the information heard be­
fore surgery was useful and accurate. Those receiving some 
information about pain perceived a less intense pain experi­
ence than those who heard procedural information only. Sub­
jects hearing the irrelevant information responded to most 
questions in a more neutral way, (all responses were ratings 
of 3), giving very little information about their subjective 
experience. This could reflect an unwillingness to respond 
negatively since obviously the information they heard could 
not prepare them for their experience since it was Irrelevant 
to the experience. 
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CHAPTER FOUR 
DISCUSSION 
The first hypothesis, that relaxation training would 
facilitate recovery regardless of the coping style and trait 
anxiety level of the individual, was not supported. There 
were no significant main effects for treatment conditions. It 
was believed that the relaxed subject would be more susceptible 
to information about pain and more likely to follow the sug­
gestions for minimizing postsurgical pain. This factor, as 
well as the increased knowledge about the surgical experience, 
should have facilitated the recovery process. 
Previous studies have shown that hypnosis can be ef­
fective as an anesthetic and can facilitate recovery (Auerbach, 
Kendall, Cuttler and Levitt, 1976; Barber, 1963, Crasilneck 
and Hall, 1973; Melzack, 1975; Rosen, 1951; Sachs, 1970). 
These studies involved post-hypnotic suggestions given im­
mediately prior to the pain experience or while the subject 
was currently experiencing pain. Thus, subjects may have been 
more highly motivated to respond to the hypnotic treatment 
than those in the present study. This study used an in­
duction that was designed to relax the patient and no effort 
was made to ascertain the extent to which the patient did 
relax. In the one study where suggestions were made concern­
ing postoperative pain, suggestions were given while the pa­
tient was under the influence of a general anesthetic. 
(Wolfe & Millet, 1960). Had the subjects been induced into a 
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relatively deep level of hypnosis in the present study, the 
information given might have been more effective as post­
hypnotic suggestions. 
The second hypothesis, that an intervention involving 
stress relevant information about subjective sensations and 
ways for the alleviation of pain would be more effective than 
one involving a description of surgical procedures exclusive­
ly, was not supported. Previous studies indicate that pre­
paring subjects for pain increases pain tolerance (Egbert 
et al., 1964; Johnson, 1975; Schmitt and Wooldridge, 1973; 
Staub and Kellett, 1972). The pain experience is, however, only 
one aspect of the recovery process. Therefore, a preparation 
for the pain experience or facilitating increased pain tol­
erance may have been insufficient to facilitate the recovery 
process as a whole. The use of an audiotape may not have 
been as effective as a visit where the subject was given the 
pertinent information. Although patients were encouraged to 
request further information from the experimenter and the 
medical staff, it is likely that a personal interview would 
have been more conducive to such requests. Given the stress­
ful nature of the hospital setting, an information/interview 
session could have provided emotional reassurance as well as 
pertinent cognitive information. Some previous research in­
dicates the facilitative effect of a supportive preoperative 
interview (Williams et , 1975) . 
The final hypothesis, that there would be an interaction 
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between coping styles and type of Information Imparted, could 
not be adequately tested. A satisfactory test of this 
hypothesis would have required a larger number of subjects 
having each coping style in each condition. Table 4.1 indi­
cates that such was not the case in this study. However, the 
results of the regression analyses indicated that individual 
characteristics, such as coping style and level of trait and 
prestate anxiety, do affect certain indices of recovery. Be­
cause of the small number of subjects, results of this study 
cannot be compared to previous studies which delineate the 
specific interactions of coping style and recovery (Andrew, 
1970; DeLong, 1970). 
Previous research has indicated that some stress relevant 
information is effective in reducing stress (Johnson, 1975; 
Staub and Kellett, 1972) and in facilitating recovery 
(Andrew, 1970; DeLong, 1970). This study yields tentative 
support to this contention. The results of both regression 
analyses indicated that membership in the control group was 
related to a higher recovery total score and therefore in­
dicated a poorer recovery experience. The control group 
heard the Irrelevant information tape. Thus, in general, 
subjects who received some stress relevant information could 
be expected to have a less complicated recovery. 
Differences between the two samples in terms of number 
of days in the hospital, number of other medications, and num­
ber of treatments for minor complications were significant. 
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Table 4.1 
Classification Data - Number of Subjects 
Tape Coper Avoider 
Non-specific 
Defender 
Trait 
High 
Score 
Low 
Control 1 7 2 6 4 
Procedural 
Only 2 3 5 5 5 
Procedural 
and Sen­
sation 4 2 4 6 4 
Relaxation 4 4 2 4 6 
Totals 11 16 13 21 19 
Des Moines patients tended to remain in the hospital longer 
and had more minor medical complications for which they re­
ceived treatment than the St. Louis patients. St. Louis pa­
tients tended to receive more medications that were not for 
pain or to induce sleep than did the Des Moines patients. 
These differences may reflect differing hospital policies or 
practices. Such differences may be related to the patient 
population served, the type of communities in which the two 
hospitals are located, the attitudes of the physicians towards 
medication, and other factors which are beyond the scope of 
this study. The importance of sample was underscored by the 
results of the regression analyses taking all factors into 
account. On the first four recovery measures, half was the 
single best predictor. This study may have yielded more in­
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structive findings had all subjects been from a single hospital. 
Previous studies have indicated that the more anxious the 
patient is before surgery the more difficult the recovery 
process (Andrew, 1970, DeLong, 1970; Martinez~Urrutia, 1975; 
Spielberger et , 1973). The regression emalyses indicated 
that high trait scores and high prestate scores were related 
to poor recovery. These results support the findings of pre­
vious studies that patients who are highly anxious have more 
difficult recoveries. 
There are several factors which may have resulted in the 
limited significant findings. The sangle population was too 
small to adequately test at least one of the major hypothesis. 
There were too few subjects of a particular coping style ex­
posed to certain treatments. For instance, there was only one 
coper in the control condition. A larger number of subjects 
would reflect the interaction between coping style and treat­
ment since the increased population would increase the number 
of patients with a particular coping style. It is apparent 
that receiving irrelevant information does not facilitate 
recovery but it is still unclear what specific information is 
most helpful and to whom. 
The use of subjects from two different hospitals may have 
affected the results; that is, different hospital policies 
have a direct effect on the various recovery indices. 
The treatments themselves could have failed to provide 
information patients could use. Given the educational level 
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of many of the patients, a more simple presentation might have 
been better understood. As mentioned earlier, individual in­
terviews may have been a more effective format than audiotape 
messages. 
The recovery indices were not equally sensitive measures 
of recovery. By their nature they are to a large part depen­
dent on and reflective of hospital practices and procedures as 
well as staff preferences. It was observed that some physicians 
and nurses routinely charted more comments concerning the pa­
tient and patients' reactions. Some medical staff wrote the 
reasons for medications in the medical chart whereas others 
did not. In some cases a patient may have received a pain med­
ication because he complained of pain whereas in another case 
the physician routinely prescribed a particular type of medica­
tion and amount of medication. In such a situation, number of 
pain medications for the two patients do not indicate the same 
thing about their recovery. Indices such as other medications, 
and patient complaints noted, reflect individual attitudes in 
that some physicians may be more likely to medicate patient for 
some complications whereas others may use methods that are not 
necessarily reflected in the chart. Nurses also differ in the 
extent to which they record complaints of patients. The mea­
sure of minor complications arising subsequent to surgery may 
also reflect the age of the patient and the concurrent in­
creased physical susceptibility to complications rather than 
recovery. The component of minor complications may also be 
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confounded with the patients' perception that there is lack of 
support in the environment or a desire to remain hospitalized 
longer. Charts sometime reflect a certain amount of malinger­
ing by patients. 
Other limiting factors in this study are the result of 
the inter vivos nature of the study. Hospital practices and 
procedures made it difficult to attain uniformity of experi­
mental procedures with subjects. The timing of sessions varied 
greatly. Patients were lost from the study because of their 
frustration at having to read and comprehend consent forms. 
Appropriate rooms for experimental sessions were difficult to 
find and some of the rooms used were not at all conducive to 
treatments. 
In light of the previous research and the results of the 
present study, it would seem that patients do benefit from re­
ceiving some stress relevant information about the impending 
threat before the stressful event. Some information about the 
surgery experience facilitates recovery more than the absence 
of any information. The specific factors in a given environ­
ment must be taken into consideration in ascertaining both 
the effectiveness of an intervention and feasibility of an 
intervention. To the extent that an institution does not 
respond to the individualized needs of the patients both in­
tervention and assessment are difficult. For Instance, when 
certain drugs are routinely administered in routine quantities 
it is difficult to identify the significance of drug to re­
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covery. Secondly, in a setting where privacy for patients is 
rare and where patients are exposed to other patients who are 
experiencing different amounts of trauma, limited interventions 
may be ineffective in that they do not effect the total en­
vironment to a significant degree. The problems of inter 
vivos research are many. Thus, results must be interpreted 
cautiously. 
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CHAPTER FIVE 
CONCLUSION 
The problem of this study was to investigate the effects 
of presurglcal anxiety on postoperative recovery. Previous 
research indicated that anxiety could complicate the recovery 
process. It was believed that interventions designed to al­
leviate anxiety and administered before the stressful event 
would facilitate the recovery process. Hernia patients were 
given one of four treatments to facilitate their recovery from 
surgery. 
There were three research hypotheses involving the effect 
of specific types of information on recovery. Subjects hear­
ing a relaxation message were expected to recover better than 
those in other conditions because in the relaxed state they 
would be more susceptible to the information that was to* fol­
low. Patients hearing information about the pain they could 
expect to experience were expected to have a better recovery 
than those who heard only information about surgical pro­
cedures. Finally, the coping styles of patients were hypoth­
esized to interact with type of information presented such 
that avolders who heard general or Irrelevant Information 
would have a better recovery than those who heard specific 
information. 
Subjects were forty hernia patients. Twenty patients 
were hospitalized at the Des Moines Veterans' Administration 
Medical Center and twenty patients were patients at the St. 
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Louis Veterans Administration hospital. 
Subjects were exposed to one of four audiotapes which con­
tained the following types of information: irrelevant infor­
mation; procedural information; procedural and sensation in­
formation; and relaxation, procedural and pain information. 
Subjects' level of anxiety and coping style was assessed prior 
to hernia surgery. After surgery, subjects were given a Pain 
Questionnaire and the State-STAI. The following data about 
recovery were taken directly from the patient's medical chart: 
number of days in the hospital after surgery, number of pain 
and sleep medications administered, number of other medica­
tions administered, number of minor complications, number of 
complaints noted in the chart. 
Analysis of variance was the statistical technique used 
to evaluate the differential effectiveness of the treatment 
conditions. A series of regression analyses were done to 
ascertain the relationship between individual characteristics, 
such as coping style and recovery, and indices of post­
surgical recovery. 
There was no significant main effects for treatment con­
ditions. Subjects from the two hospitals differed on some 
recovery measures, indicating that the recovery index in this 
study may have reflected hospital policy and practices rather 
than the recovery experience of the subject. The results of 
the regression analyses indicated that individual character­
istics are related to recovery from surgery. The interaction 
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between a specific coping style and type of information and 
its effect on recovery is still unclear. The results of the 
regression analyses also indicated that information relevant 
to the surgical experience facilitated recovery more than in­
formation irrelevant to surgery. 
The hospital environment is stressful particularly for 
the surgical patient. Information about the surgical experience 
given to the patient before surgery facilitates the post­
operative recovery process. The continents of an effective in­
tervention are still unclear, but in designing such an inter­
vention one must consider several factors that are not directly 
related to surgery. That is, hospital facilities, scheduling 
practices, and staff attitudes may have an impact on the ef­
fectiveness and feasibility on presurgical interventions. 
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APPENDIX A 
PATIENT INFORMATION SHEET 
ETHNICITY 
NAME AGE 
1. Have you ever been a patient at Des Moines (St. Louis), 
VA Medical Center before? 
2. Have you ever had surgery before: Yes. No. 
3. Have you ever had a hernia 
operation before : Yes. No. 
4. Have you ever been treated for high blood pressure or 
a heart condition: Yes. No. 
5. What is your occupation? 
6. Are you married? 
7. What is the last grade of school you completed? 
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APPENDIX B 
CONSENT FORM FOR DES MOINES 
The purpose for which information is being collected in the 
study of anxiety in surgical patients has been explained to me. 
I understand that my responses to various tests will not go in­
to my medical records and that they are strictly confidential. 
It is my understanding that my responses and any other infor­
mation that will be extracted from my Medical Chart will be 
kept in a separate research file until enough group information 
has been collected for computer analysis. At that time my name 
will be removed from the information which will be identified 
only by number. 
It is ny understanding that information resulting from this 
study may prove to be beneficial to other patients. Therefore, 
my participation in this study is voluntary. I am aware that 
my participation in no way affects my status with the Veterans 
Administration. 
NAME 
DATE 
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APPENDIX C 
CONSENT FOR ST. LOUIS SAMPLE 
INFORMATION ABOUT 
INDIVIDUAL DIFFERENCES, STRESS RELEVANT 
INFORMATION AND RECOVERY FROM SURGERY 
Bonita G. Cade, MA, Investigator 
The purpose of this study is to determine how information 
you hear before your hernia operation affects your recovery 
from surgery. If you agree to participate in this study you 
will be chosen, by chance, to be in one of four treatment groups. 
All of those in treatment will listen to a tape recording that 
will be helpful. You have a chance to hear a message about hos­
pital procedures, the surgical experience and what you may ex­
pect to experience afterward, how to relax and facilitate your 
recovery or a combination of these things. The four treatment 
groups differ in how specific the information they hear is, but 
all hear some information about the hospital and some of the 
things that will occur during the hospital stay. If you agree 
to be in this study you will be asked to complete two question­
naires before surgery. The day before you are scheduled for 
your operation you will listen to a tape recording. A few days 
after surgery, before you go home, you will be asked to fill out 
two questionnaires. The questionnaires you complete will con­
cern some of your feelings and thoughts in general as well as 
your reaction to information contained on the tape recording. 
Information such as the length of your hospital stay, the 
aunount and type of medication your doctor prescribes after sur­
gery and any minor complications or complaints that arise after 
surgery will be taken from your Medical Chart. Your responses 
and the information that will be taken from your Medical Chart 
will be kept in a separate research file until enough group in­
formation has been collected for computer analysis. At that 
time your name will be removed from the information which will 
be identified by number only. If the results of this study are 
published you will not be identified by name in the publication. 
Your participation will require between 1 and 1-1/2 hours. 
Participation in this study involves no risk to you. If 
you agree to be in this study you will find that the informa­
tion you hear will help you to relax and feel more comfortable 
at this Medical Center. The information will also make you 
more aware of what is going on around you and this will make 
you feel more at ease. Lastly, the information you hear may 
help your recovery from surgery. It is hoped that your in­
volvement in this study will help future patients in terms of 
preoperative information. 
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Whether or not you decide to be in this study, or your 
answers on the questionnaires will not interfere with the care 
you receive at the St. Louis VA Medical Center or the Veterans 
Administration. Again, if you do decide to be in this study 
it is likely that you will find the information helpful and it 
is hoped that the information resulting from this study may 
prove helpful for future surgery patients. 
I will be available to answer any questions you may have. 
Again I'd like to assure you that your answers to the question­
naires and all other information from your Medical Chart will 
be kept in a confidential and separate file. 
In the event of physical injury resulting from the study, 
medical care and treatment will be available at this institu­
tion. For eligible veterans compensation (damages) may be pay­
able under 38 USC 351 or, in some circumstances under the Fed­
eral Tort Claims Act. 
I have read or have had read to me the informa­
tion above, and understand the procedures, and 
understand that my Medical Records will be re­
viewed and that I may withdraw my participation 
in this study at any time and understanding all 
of the above 
I agree to participate 
Date Patient 
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APPENDIX D 
MODIFIED SENTENCE COMPLETION TEST 
BELOW ARE BEGINNINGS OF SENTENCES. YOU ARE TO FINISH THE SEN­
TENCES. YOU MAY FINISH THE SENTENCES SO THAT THEY SAY ANYTHING 
YOU WISH. DO NOT TAKE TOO MUCH TIME ON ANY ONE ITEM. USUALLY 
YOUR FIRST THOUGHT IS BEST. DO NOT SKIP ANY OF THE ITEMS. 
1. My favorite activity is 
2. A crippling disease 
3. If I am ignored 
4. Hospitals 
5. My greatest fear is 
6. The nicest person 
7. Poor health is 
8. I argue with people when 
9. Being in an accident 
10. A man's body 
11. Teachers are 
12. Being sick is 
13. I get most angry when 
14. When I feel pain 
15. I hate 
16. Books 
17. If I were struck 
18. An operation is 
19. I cannot control myself when 
20. If I were injured 
21. Sports are 
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22. When I think about sex __ 
23. Going to the dentist 
24. I could hit a person who 
25. I despise 
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APPENDIX E 
MANUAL OF SAMPLE RESPONSES TO 
SENTENCE COMPLETION TEST 
2. A crippling disease 
2's is a sad thing to have 
is a handicap 
is a tragedy 
disturbs me 
terrifies me 
is very painful 
is terrible 
is something I have lived with most of my life 
is horrible 
is frightening 
horrible 
death 
1's is bad 
is my greatest concern for everyone 
can be overcome sometimes 
is a bad misfortune 
is jealousy 
needs attention 
is something I would like to prevent 
is usually very painful 
disabling 
O's is polio 
God's will 
I get around very well 
a bad heart 
should be eradicated by medicine 
I don't have any 
I never think about being crippled 
is heart disease 
blind 
can't think of one 
arthritis 
no 
leukemia 
3. If I am ignored 
2's I feel hurt 
I get very upset 
I resent it 
it hurt me 
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I get upset 
I get mad 
bad 
hurt 
I's I feel self-conscious 
I don't like it 
I feel sorry 
I may be unhappy but not for long 
I'm blue 
well, I ignore the person too 
I resent it sometimes 
I try to take it in my stride 
I feel sad 
I become silent 
I don't like being ignored too much 
I ignore them back 
I may sometimes feel badly 
I pout 
I feel hurt but occupy my mind elsewhere 
I get a little upset 
it bothers me 
I get disturbed 
I don't think it bothers me too much 
O's It's all right 
so what 
I don't pay no attention 
I don't worry 
it doesn't bother me 
I do something else 
I can amuse myself 
I forget it 
I feel relaxed 
so I am 
I don't think about it twice 
I don't mind 
I'm not ignored 
4. Hospitals 
2's afraid 
are somewhat frightening 
I don't like to go to them 
are frightening 
scare me 
are horrible 
make me blue 
I would not like to be in one 
I don't like them but I sometimes have to go 
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I's sickness 
are for caring for the sick 
not too keen on them 
are necessary 
are good for the sick 
we need them 
are for the birds 
are plentiful, some good, some bad 
are o.k. 
fine if you need them 
best place to be if you need one 
sickness and help 
I dislike them 
are sad places 
are for sick people 
are very necessary 
are usually expensive 
helpful 
are essential 
O's I have confidence in all hospitals 
are usually good healthy institutions 
are very clean 
to get well in 
have come a long way 
are easy to get lost in 
bore me 
don't scare me 
are wonderful 
5. My greatest fear is: 
2's leaving my children 
losing my children 
the future of my children 
dying 
hospitals 
when I am sick 
this operation and my son in Vietnam 
being an invalid 
becoming helpless 
surgery 
death 
anything happening to my faunily 
pain 
losing my husband 
having another baby 
1's being alone 
lightening and thunder 
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financial insecurity 
driving 
becoming bedridden 
flying in an airplane 
I have fears 
getting struck by a snake 
disability 
missing out on something 
a cat to jump on me 
worry over things 
water 
I really can't pinpoint a fear that I would consider my 
greatest 
0's I don't have any 
I'm not afraid of things 
facing the unknown 
none 
the way the war is going 
got no fear 
I have none 
I really don't know 
7. Poor health is; 
2's a terrible thing to live with 
terrible 
a terrible misfortune 
something I hope I don't have to live with 
something I don't want 
frightening 
miserable 11111 
pain 
ugly 
I's uncomfortable 
very annoying 
bad 
something to be concerned over 
sad 
not pleasant 
a very bad thing if you have poor health 
a pity 
a bore 
discouraging to active people 
unfortunate 
depressing 
very hard to accept 
miserable 
not to be desired 
hard on people 
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O's when you stay sick 
mine's all right so far 
physical, emotional and spiritual 
something I don't have 
being ill all the time 
sickness 
because of lack of sleep 
someone that don't feel well 
common amongst the poor 
something I don't think of 
8. I argue with people when: 
2's they lie or upset me 
I'm upset 
I'm nervous or upset 
I'm angry 
they say something to make me mad 
I get mad 
1 ' s I disagree with them 
they hurt others 
I think it necessary 
there is no other choice 
I think I'm right 
they are absurd 
they become obnoxious 
I feel they are wrong 
they are unfair 
I know I am right 
I see an injustice 
they don't think straight 
they insist they are always right 
it's necessary to show my point 
they argue with me 
I want them to do what's best 
I think they are wrong 
necessary 
I really have to 
I get tired 
they don't see it my way 
I shouldn't 
O's I don't usually argue 
I don't 
I don't argue 
very seldom 
I feel good 
never 
I never argue, I try to be nice 
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9. Being in an accident 
2's is tragic 
fear 
is terrible 
is awful 
would be frightened 
is frightening 
is disturbing and frightening 
is a terrible experience 
shapes you up 
is terrifying 
scares me 
is frightful 
I's is sometimes fatal 
is quite an experience 
must be frightening 
financially difficult for family 
I've never been in one 
is an unpleasant experience 
could be dangerous 
can be a bad experience 
unfortunate 
is unpleasant 
I try not to be 
is scary 
is sometimes unavoidable 
could cause discomfort 
is a disturbing idea 
makes me nervous 
not good 
can cause disability 
O's creates unnecessary confusion 
has never happened 
car 
I don't know 
10. A man's body 
2's is beautiful 
is not a thing of beauty 
is sexy 
is great 
ugly 
is comforting to touch 
husband 
is great when it's the right man 
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I's never made much difference to me 
clean 
Is a precious thing to him 
is a very great work of art 
is a wonderful machine 
should be kept well and clean 
should be healthy 
in a way o.k. 
need not be beautiful 
is not pretty 
O's I don't know 
needs nourishment for good health 
is God's creation 
are different 
is his own business 
is his property 
represents men 
should be left to science 
I don't understand 
is his own to take care of 
is large 
12. Being sick is: 
2's terrible 
the most horrible way of living 
sad and burdensome 
disgusting 
bad 
maddening to me 
something I really hate 
awful 
I hate this feeling 
I's nervous and upsetting to someone 
confining 
unpleasant 
a problem 
never a pleasant experience 
no fun 
trouble for the housewife 
a nuisance 
something regrettable 
for the birds 
annoying 
not what I like 
boring 
not for me 
sad 
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hard 
something I try to overcome 
not too nice 
no good 
an inconvenience 
taxing on the nerves 
O's well, depends 
something wrong with the person 
a part of life 
being in bad health 
13. I get most angry when: 
2's someone tries to put me down 
people tell me how to run my life 
my kid's don't listen to me 
someone tries to take advantage of me 
my husband yells 
I feel rejected 
people try to make a fool out of me 
I'm being ignored 
ridiculed 
my children don't take my advice 
I'm accused falsely 
kids don't mind me 
I don't get my own way 
I am hurt 
I's someone thinks they know everything 
I am late 
bugged 
I see an injustice done 
someone is offensive 
feeling pushed beyond my strength 
I'm hungry 
I'm nervous 
I make silly mistakes 
I lack rest 
somebody touches me 
my house is not clean 
parents neglect their children 
I'm needled 
someone bothers me 
people refuse to admit they're wrong 
nothing goes right 
I lose control 
I run into discrimination 
I see people being hurt 
I am sleepy 
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I meet ignorant people 
0's I don't 
I don't get angry 
never 
14. When I feel pain: 
2's I am upset 
I cry 
I go to pieces 
I get depressed 
I can't stand it 
it makes me unhappy 
I get scared 
I worry 
I hate it 
I hurt all over 
I's I try to make the most of it 
I consider it a necessary part of living 
I am uncomfortable 
I take an aspirin 
I look for a remedy 
I go to the doctor 
Moderately 
I take it 
I try to bear it 
I react 
I try to relax 
I want it to go away 
I'm dependent on others 
I don't complain too much 
I become annoyed 
I's I try to cope with it 
do not like discomfort 
I probably frown 
O's I go to sleep 
not often 
I ignore it 
I try to suppress it 
I try not to think about it 
so, I don't feel good 
15. I hate: 
2's operations 
mostly how and why I react to things 
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to live by myself 
being incapacitated 
my husband when I get mad at him 
to be sick or see my family unhappy 
being sick 
pain 
bigots and bigotry 
I's to be around a dirty place 
ethnic jokes 
bad things 
bickering 
selfish people 
frauds 
indolence 
gossips 
arguments and confusion 
to use this word, would rather say dislike 
people with 2 faces 
dirty pictures 
a dirty house 
to see children sick 
stupidity 
anything unpleasant 
people with bad manners 
this war 
trash in book and on t.v. 
0's no one 
I don't hate 
smog 
nothing 
any kind of seafood 
hate is no good for mind or body 
certain T.V. shows 
to iron 
nothing, really 
to clean house 
one shouldn't hate 
not at all 
17. If I were struck: 
2's I would strike back 
I would hit back 
I'd probably strike back 
I'd strike back if possible 
I would be angry 
1•s cry 
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I'd call for help 
I would be upset 
I would cry 
I probably would feel bad 
by another person, I would defend myself 
I would be in pain 
I would be unhappy 
I think I'd be shocked 
It would hurt 
I hope there is somebody to help 
I would scream 
O's I don't know 
work my way out 
I'm not sure what I would do 
by a car, it would shock you 
By what? A car? 
well, depends on my mood 
with a dread disease, make most of it 
I'd just go away 
no 
hope it's not a train 
I would just take it 
18. An operation is 
2's terrible 
frightening 
me 
frightening, I hope I wake up 
something I am afraid of 
unknown and frightening 
awful 
something I have to face and recover from 
1's important 
wonderful if necessary 
to be performed when absolutely necessary 
unpleasant 
unfortunate 
essential 
to your best advantage 
a must, sometimes 
necessary 
to make a person feel better 
to correct illness 
o.k. to have good health 
being helped 
sometimes the only way out 
a necessity at this point 
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sometimes necessary to have good health 
most unpleasant 
a nuisance 
an unpleasant occurrence in one's life 
necessary I guess 
I dislike 
no good to have 
sometimes painful 
something to think seriously about 
O's necessary at all times 
just another part of life 
another way of correcting what's wrong 
for sick people 
fixing up something 
a maneuver of any kind 
19. I cannot control myself when: 
2's I lose my temper 
in pain 
kids make noise (mine) 
I cry 
I get excited 
I get angry 
I am frightened 
I am hurt 
I's children are mistreated 
I see blood 
I get nervous 
I get emotional 
I'm overwhelmed 
I don't have enough sleep 
I lose my cool 
I'm happy 
people take advantage of others 
everything seems to go wrong 
I see an animal abused 
there is clutter at home 
I see people pick on one another 
O's mostly at all times 
almost always I do 
I keep myself controlled 
I always can 
I never lose control 
I can't recall a time when I couldn't control myself 
all the time, I got my control 
then I withdraw 
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never 
try to control myself always 
20. If I were injured: 
2 ' s I %fould worry 
a terrible thing 
I'd be upset 
I would be scared 
I's hope it's not too bad 
I would come to the hospital 
I'd resign myself to that 
painful 
sad 
I'd call for help 
I would probably cry 
I'd do the best I could 
I'd go to get help 
I'd hope I'd recover 
I would want to go to the hospital 
I would have to be laid up 
I would like company 
I would be unhappy 
I would seek immediate care 
it could be inconvenient for my family 
I would try to make the best of it 
I try to be a good patient 
0's just one of those things that happens 
I will be cured 
22. When I think about sex: 
2's I think of pleasure 
sex is wonderful 
it's good for me 
it turns me on 
I feel sick 
it brings pleasant memories 
it's with my husband 
man 
husband 
great 
it is very exciting 
I just think of it now that I'm sixty 
I's it's all right in its place 
it's sometimes good and sometimes bad 
mixed feelings 
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I think it's a healthy outlet 
well, I think it's important 
that means a lot to a person's life 
normal 
is good 
sometimes it bothers me 
I do not feel guilty 
nice 
in school good for the kids 
I like it 
I wish my parents had talked to me 
I ask how to teach my children about it 
I think about today's movies 
it's natural 
0's I don't know 
I don't think of it 
I am not interested 
I don't, think of being dirty 
not much 
It's not important really 
I don't think about sex 
23. Going to the dentist 
2's traumatic 
scares me 
is a painful thing 
is frightening 
frightens me 
is a queasy feeling 
bothers me 
is like going to my death 
makes me shudder 
is almost terrifying to roe 
is one of my fears 
I hate to go 
I's o.k. 
is important 
is no fun 
I don't mind, got false teeth 
is not so bad 
is something we have to do 
when necessary 
is routine 
makes me nervous 
to fix my teeth 
can be unpleasant 
is a chore 
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I don't like 
is not very exciting 
just went, doesn't scare me 
dislike it 
O's does not frighten me 
does not bother me 
is no problem 
24. I could hit a person who: 
2's hit me 
makes me mad 
threatens me 
uses abusive language or strikes me 
try to attack me 
hurt me or my family 
scares me 
made me angry and upset 
lies to me 
I's yells 
mistreats children 
is unkind to elderly or ill people 
has a nasty tongue 
dislikes children 
are silly 
have to give me awful bad reason to do so 
picks an argument 
abuses someone weaker 
thinks they are better than anyone else 
spreads rumors without knowing the truth 
doesn't understand me 
screams 
drinks too much whiskey 
hurts others 
is rude 
neglects children 
is dishonest 
abuses a privilege 
O's I can't 
I don't hit people 
I couldn't hit anybody 
I don't fight 
I don't believe I could ever strike anyone 
I never hit a person 
no 
no, I can't hit nobody 
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25. 1 despise 
2's Someone call me old 
I's people who treat children wrong 
dirt 
a person who is always late 
people who are dishonest 
people who think they know it all 
bossy people 
very few things 
liars 
a lot of things 
crying 
people who make fun of the handicapped 
selfish and weak people 
people who always want to fight 
fighting 
many things 
laziness 
snakes 
gossip 
people who are thoughtless 
an unpatriotic person 
war 
a drunkard 
deceit 
pettiness 
lies and dope 
rudeness 
ignorance 
O's I can't think of anything right now 
nobody 
I don't know anything I 
dressing 
cooking 
never use that word, no use to despise things 
I don't 
eggplant and liver 
chocolate 
no one 
nothing 
to wash dishes 
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APPENDIX F 
IRRELEVANT INFORMATION FOR DBS MOINES SAMPLE 
Most people have little experience as hospitalized pa­
tients. When told surgery is necessary,they have many ques­
tions about the hospital. Frequently, they forget to mention 
these to the physician. For this reason,we have prepared this 
tape recording to give you some knowledge of our facilities so 
that you may be more comfortable during your stay. 
This 289-bed general medical and surgical Veterans Ad­
ministration Medical Center is located in completely modern­
ized air-conditioned brick buildings. Treatment programs are 
maintained for medical and surgical inpatients. There is a 
large outpatient service. The outpatient services include a 
mental hygiene clinic and a day treatment center. 
The hospital is affiliated with the University of Iowa 
Department of Medicine. Residents in general surgery, ortho­
pedics, and ophthamology supplement the regular staff of 
physicians and surgeons. There are also senior medical and 
surgical clerks. Through other training affiliations, clinical 
experience is given psychologists, social workers, nurses, 
pharmacists, operating room technicians, and dental assistants. 
The hospital is equipped and staffed to provide coronary, 
medical, and surgical intensive care and to perform coronary 
angiographs. It has a nuclear medicine laboratory. The hos­
pital staff of more than 600 persons is supplemented by many 
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well-qualified consultants and a large group of well-trained 
and dependable volunteers. Four services which might be of 
particular interest to you, the patient, are the chaplain ser­
vice, the library service, the social work service and the 
psychology service. 
Chaplain Service at the VA is here to provide a caring 
presence to help meet human needs. This is done by the min­
istry of several ordained clergy and a number of volunteers. 
Protestant worship services are held each Sunday. Roman Cath­
olic Mass, Confessions, Holy Communion and other Sacraments are 
also available each Sunday. Jewish, Greek Orthodox and other 
ministries are also provided. A VA appointed chaplain is in 
the hospital or on call around the clock, seven days a week. 
The Library Service is an integral and active part of the 
National VA Library network. Recreational reading for patients, 
materials for employee self-development, specialized learning 
resources for the handicapped, and print and softweure patient 
education materials are provided in the General Libreury. It 
has a collection of some 5,000 books and 100 periodical and 
newspaper subscriptions. Your home town newspaper may be 
available upon request. The library is located in Building 4 
above the canteen and is open from 8:00 AM to 4:30 PM Monday 
through Saturday. Library carts are also brought up to the 
wards twice weekly. 
The Psychology and Social Work services are organized in­
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to three service sections. The three sections are Inpatient, 
Outpatient, and Mental Hygiene Clinic. 
The inpatient section provides services to inpatients, 
outpatients receiving treatment from inpatient physicians, and 
relatives of such patients as appropriate. Social work ser­
vices have to do with identification and assistance in the 
resolution of economic and social problems connected with ill­
ness. Some of these problems might include discharge planning 
for patients needing to go to a nursing home after hospitaliza­
tion, or financial assistance. There are also problems con­
cerning adjustment to the hospital and its rules or adapting 
to the problems illness causes. 
The psychologists at the hospital provide counseling for 
patients or their families who are experiencing emotional 
stresses. They also provide vocational counseling for patients 
who are in need of counseling in vocational or rehabilitation 
efforts. Social workers and psychologists are assigned to 
specific wards. 
The Outpatient Section of social work and psychology pro­
vide services to patients receiving ambulatory care at the hos­
pital and eligible veterans in one half of the state of Iowa. 
Mainly, the travel field area is north-middle and southwest 
Iowa. Services involve the identification, resolution and/or 
reporting of social, economic, and emotional problems. Service 
is provided when these problems are in connection with post-
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hospitalization, disability, illness, or veterans benefits. 
Services include counseling, psychotherapy and follow-up of 
patients in nursing homes, personal care residences, the pa­
tients own home and other living situations. Services also 
include assisting patients for admission to care, doing social 
surveys regarding VA compensation, house bound and aid and 
attendance benefits. A Veterans Assistance Counselor is also 
available to assist you in matters concerning the various vet­
erans benefits. 
The Mental Hygiene Clinic provides psychology and social 
work services including social histories, individual and group 
therapy, counseling and social work with relatives, and utiliza­
tion of community resources in behalf of patients. In the Day 
Treatment Center, socializing experiences for chronically ill 
patients are provided.^  
We hope this information will answer some questions you 
may have had. If you have any questions about what you have 
just heard, feel free to ask your doctor or nurse. 
I^nformation concerning the medical facilities and patient 
services were obtained from the following sources provided 
by the hospital: 
Handbook for Patients ... A Guide to the Veteran's 
Hospital and Its Services 
Veteran's Administration Hospital Des Moines, Iowa, 
Fact Sheet, 1973 
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APPENDIX G 
IRRELEVANT INFORMATION FOR ST. LOUIS SAMPLE 
Most people have little experience as hospitalized pa­
tients. When told surgery is necessary they have many ques­
tions about the hospital. Frequently they forget to mention 
these to the physician. For this reason we have prepared this 
tape recording to give you some knowledge of our facilities so 
that you may be more comfortable during your stay. 
This hospital division is widely known for its surgical 
specialties such as its organ transplant center, plastic sur­
gery; neurosurgery, ophthamology, urology, and orthopedic sur­
gery. It is equally well-known for its special medical diag­
nostic and treatment of hypertension and heart diseases, in­
cluding a cardiac catherization laboratory; a hemodialysis 
center; a home dialysis program; an allergy, dermatology, and 
hemotology clinics. The radiology, nuclear medicine, and 
clinical laboratory services offer special procedures to pro­
vide complete diagnostic testing. The medical/coronary and 
surgical intensive care units and the surgical recovery facility 
with its monitoring equipment provide constant observation of 
the patient's condition and is staffed with specially-trained 
personnel. 
Residency training is conducted in affiliation with St. 
Louis University and Washington University Medical School in all 
surgical and medical specialties, psychiatry, neurology, radi­
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ology, anatomical and clinical pathology, and oral and general 
dentistry. Hospital Administration residency is provided on a 
selective basis for graduate students of Health Care Administra­
tion at Washington University. VA administrative and technical 
trainee programs are conducted in accounting, biomedical en­
gineering, hospital administration, building management, supply, 
personnel, medical administration, and orthotic and prosthetic 
restorations. 
The hospital provides clinical training by agreement with 
colleges and universities in psychology, speech pathology, 
nursing, occupational and physical therapy, social work, med­
ical laboratory technology, physician's assistant, pharmacy, 
nuclear medicine technology, and biomedical engineering. 
Chaplain Service at the VA is here to provide a caring 
presence to help meet human needs. This is done by the min­
istry of several ordained clergy and a number of volunteers. 
Protestant and Catholic chaplains are available at all times. 
A Jewish rabbi is available upon request. 
The Psychology and Social Work services are organized in­
to three service sections. The three sections are Inpatient, 
Outpatient, and Mental Hygiene Clinic. 
The psychologists at the hospital provide counseling for 
patients or their families who are experiencing emotional 
stress. They also provide vocational counseling for patients 
who are in need of counseling in vocational or rehabilitation 
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efforts. 
Social workers are assigned to each ward and are available 
to help you with personal or family problems. They have spe­
cial information which may be of assistance to you and your 
family while you are undergoing hospital treatment. They can 
also help you with your post-hospital care needs. 
The canteen cafeteria serves meals for relatives and visi­
tors. Toilet articles, clothing, dry cleaning, film developing 
and watch repair service are available in the retail store. 
Store hours are posted at the Canteen entrance, both divisions. 
After all admission examinations are completed, patients 
whose conditions permit may leave the ward for short periods in 
the afternoon and evening. This includes going to the Canteen, 
Library, and Recreational or Religious Activities. Patients 
are expected to be at their bed when medications are passed and 
ward physicians make rounds.^  
We hope this information will answer some questions you 
may have had. If you have any questions about what you have 
just heard, feel free to ask your doctor or nurse. 
I^nformation concerning the medical facilities and patient 
services were obtained from the following sources provided 
by the hospital: 
Patient Information Guide Veteran's Administration 
Medical Center, St. Louis, Missouri January 1979 
Internship in Clinical Psychology Fall 1979 (Handbook) 
109 
APPENDIX H 
PROCEDURAL INFORMATION 
Most people do not really know what a hernia is. Even 
patients who are about to have operations to correct their own 
hernias have little knowledge about this condition. Most 
hernias occur in the groin, or inguinal area but they may also 
be found in other parts of the body. They are more common in 
men than in women, and they frequently occur in childhood. 
Most hernias are related to a basic tissue defect present 
at birth, even though the actual bulging hernia or "rupture" 
may not be noted until well into the adult years. Frequently, 
some sort of strain, either sudden or over a period of time, 
causes the hernia to enlarge and this causes symptoms. The 
most frequent symptoms are pain in the groin, a "dragging" 
sensation or an obvious bulging. 
In males, prior to birth while the baby is developing, 
the testicles are formed in the belly cavity next to the kid­
neys. At some time before birth, the testicles come down 
through the muscles of the belly wall and take their place in 
the scrotal sac. This opening is a potentially weak area. As 
the testicles descend they bring a sac of the belly wall 
lining down with them. In most people this sac shrivels up 
and disappears, but in people with hernias, the sac remains. 
At a later date, when there is some pressure or strain, the 
sac balloons open and the hernia becomes obvious. 
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The full blown hernia consists of a thin sac, which pro­
trudes through the opening in the muscles of the belly wall and 
contains a portion of the intestine. With repeated straining, 
the hernia acts as a battering ram, which further weakens the 
muscles of the belly wall. Usually the hernia protrudes on 
straining and returns into the belly cavity with relaxation. 
Occasionally, the intestine may become twisted inside the sac 
and then it will not return into the belly cavity. This is 
called incarceration. If the intestine remains caught in the 
hernia it will swell and cut off its own circulation. This is 
called strangulation and must be corrected by immediate opera­
tion before there is gangrene or death of that portion of the 
intestine. 
In order to prevent these complications, the hernia must 
be repaired by an operation. This is the only manner in which 
the hernia can be corrected. If they are not operated upon, 
hernias only tend to get larger and larger. 
Prior to operation, the following preparations must be 
made: The skin in the groin area must be made as clean as 
possible in order to prevent infection. The surgeon who is to 
perform the operation and the anesthesiologist, who is the 
physician who will administer the anesthetic, must decide 
which form of anesthesia is best suited for the individual 
patient. 
The anesthesiologist will discuss the details with you 
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the day before the operation and will want to know your previous 
experiences with anesthetics and your preferences. You will not 
be allowed anything to eat or drink beginning midnight before 
the operation to prevent nausea or vomiting at the time of the 
operation. An hour or two before the time of the operation, you 
will receive a hypo to help you relax. You may also note some 
dryness in your mouth after this. You will then exchange your 
pajamas for a loose fitting shirt. The operating room attendant 
will come to the ward and take you to the operating room area, 
where you wait to be prepped. The region around the groin will 
be shaved to prevent contamination from the hair. In the op­
erating room the anesthesiologist will administer the anes­
thetic. 
The operation to correct the hernia is performed through 
an incision in the groin area. To accomplish the repair, two 
defects must be corrected: The intestine is pushed back into 
the belly cavity. The excessive hernia sac is removed and sewn 
up. The opening in the muscles of the belly wall must be sewn 
up and the muscle weakness reinforced. This can usually be 
done with the muscle and tissues next to the hernia, but in 
rare instances the tissues are too badly weakened and must be 
reinforced with a fine mesh-like material. 
After the operation, you will be taken to the recovery 
room. This is an area adjacent to the operating room and known 
as the Intensive Care Unit in this hospital. You will be re­
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turned to your ward at your doctor's Instructions. While in 
the Intensive Care Unit you will be assigned to one nurse per 
shift and she will check your vital signs regularly. 
It is absolutely essential that you move about in bed and 
cough to prevent complications after the operation. Collection 
of secretions in the lungs can cause pneumonia and delayed re­
covery. Since this is a serious complication, the doctors and 
nurses will continuously be encouraging you to cough and raise 
any secretions from your lungs. Pneumonia can absolutely be 
avoided if you cooperate by coughing and breathing deeply sev­
eral times each hour. 
Within the first 24 hours after the operation, you will 
be allowed to get out of bed to walk. In the last few years 
we have found that patients heal faster and have fewer compli­
cations if they get out of bed and walk soon after surgery. 
Occasionally, a patient may have difficulty urinating 
while in bed, but he can usually void his bladder easily when 
he stands. Within 2-3 days after the operation you should be 
eating your normal diet and having little difficulty getting 
around. The stitches will be removed from the incision with­
in 5-7 days after the operation, and barring complications, 
you are then ready for discharge from the hospital. 
You will be able to perform any ordinary activities at 
home except for those involving straining. For the next 4-6 
weeks, you should avoid heavy lifting and driving an auto-
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mobile. After this period of time, depending on the nature of 
your job, you may gradually take on more activity and return 
to work. 
We hope you will find this information helpful. If you 
have any questions about what you have just heard feel free to 
ask your doctor or nurse. Thank you. 
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APPENDIX I 
PAIN SENSATION MESSAGE 
Most people do not really know what a hernia is. Even pa­
tients who are about to have operations to correct their own 
hernias have little knowledge about this condition. Most her­
nias occur in the groin, or inguinal area but they may also be 
found in other parts of the body. They are more common in men 
than in women, and they frequently occur in childhood. 
Most hernias are related to a basic tissue defect present 
at birth, even though the actual bulging hernia or "rupture" 
may not be noted until well into the adult years. Frequently, 
some sort of strain, either sudden or over a period of time, 
causes the hernia to enlarge and this causes symptoms. The 
most frequent symptoms are pain in the groin, a "dragging" 
sensation or an obvious bulging. 
In males, prior to birth while the baby is developing, 
the testicles are formed in the belly cavity next to the kid­
neys. At some time before birth, the testicles come down 
through the muscles of the belly wall and take their place in 
the scrotal sac. This opening is a potentially weak area. As 
the testicles descend they bring a sac of the belly wall 
lining down with them. In most people this sac shrivels up 
and disappears, but in people with hernias, the sac remains. 
At a later date, when there is some pressure or strain, the 
sac balloons open and the hernia becomes obvious. 
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The full blown hernia consists of a thin sac, which pro­
trudes through the opening in the muscles of the belly wall and 
contains a portion of the intestine. With repeated straining, 
the hernia acts as a battering ram, which further weakens the 
muscles of the belly wall. Usually the hernia protrudes on 
straining and returns into the belly cavity with relaxation. 
Occasionally, the intestine may become twisted inside the sac 
and then it will not return into the belly cavity. This is 
called incarceration. If the intestine remains caught in the 
hernia it will swell and cut off its own circulation. This is 
called strangulation and must be corrected by immediate opera­
tion before there is gangrene or death of that portion of the 
intestine. 
In order to prevent these complications, the hernia must 
be repaired by an operation. This is the only manner in which 
the hernia can be corrected. If they are not operated upon, 
hernias only tend to get larger and larger. 
Prior to operation, the following preparations must be 
made: The skin in the groin area must be made as clean as 
possible in order to prevent infection. The surgeon who is to 
perform the operation and the anesthesiologist, who is the 
physician who will administer the anesthetic, must decide 
which form of anesthesia is best suited for the individual 
patient. 
The anesthesiologist will discuss the details with you 
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the day before the operation and will want to know your previous 
experiences with anesthetics and your preferences. You will not 
be allowed anything to eat or drink beginning midnight before 
the operation to prevent nausea or vomiting at the time of the 
operation. An hour or two before the time of the operation, you 
will receive a hypo to help you relax. You may also note some 
dryness in your mouth after this. You will then exchange your 
pajamas for a loose fitting shirt. The operating room attendant 
will come to the ward and take you to the operating room area, 
where you wait to be prepped. The region around the groin will 
be shaved to prevent contamination from the hair. In the op­
erating room, the anesthesiologist will administer the anesthetic. 
The operation to correct the hernia is performed through 
an incision in the groin area. To accomplish the repair, two 
defects must be corrected: The intestine is pushed back into 
the belly cavity. The excessive hernia sac is removed and sewn 
up. The opening in the muscles of the belly wall must be sewn 
up and the muscle weakness reinforced. This can usually be 
done with the muscle and tissues next to the hernia, but in 
rare instances the tissues are too badly weakened and must be 
reinforced with a fine mesh-like material. 
After the operation, you will be taken to the recovery 
room. This is an area adjacent to the operating room and known 
as the Intensive Care Unit in this hospital. You will be re­
turned to your ward at your doctor's instructions. While in 
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the Intensive Care Unit you will be assigned to one nurse per 
shift and she will check your vital signs regularly. 
As the anesthetic wears off, you will note some pain in 
the incision, just as with any other cut. The sensation will 
be the type of sharp pain you would expect to feel with a knife 
wound. You might also experience a pulling or knotting sensa­
tion as if the tissue itself is being drawn downward. If you 
look at the area round the bandage you may notice some black 
and blue bruises. This may alarm you but it is nothing to be 
concerned about. The area beneath the bandage may be clean and 
dry or somewhat bloody. This depends on the individual patient. 
Your doctor will have ordered medication to relieve the 
pain and you may request it from the nurse whenever you feel 
too uncomfortable. You might also find it helpful to focus 
your thoughts on the beneficial aspects of surgery and your 
plans after hospitalization rather than on the pain itself. 
Initially moving and coughing will be painful, but it is 
absolutely essential that you perform these normal functions to 
prevent complications. Collection of secretions in the lungs 
can cause pneumonia and delayed recovery. Since this is a ser­
ious complication, the doctors and nurses will continuously be 
encouraging you to cough and raise any secretions from your 
lungs. Pneumonia can absolutely be avoided if you cooperate by 
coughing and breathing deeply several times each hour. Pressing 
firmly on the incision with the hand while coughing helps to re-
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lleve the discomfort. You may prefer to ask a nurse or visitor 
to help press on the incision while you cough. 
In the last few years,we have found that patients heal 
faster and have fewer complications if they get out of bed and 
walk soon after surgery. An additional advantage is that dis­
tention and gas pains can be decreased or avoided completely by 
this early activity thus giving you freedom from discomfort 
later. Consequently,as soon as the doctor feels you are able, 
usually the day after surgery, he will ask the nurses to help 
you get up for a few minutes. You should not attempt to get 
out of bed alone the first time as you may become dizzy. Later, 
it is best to sit on the edge of the bed for a few minutes be­
fore attempting to walk. In a few days, it may help you to have 
some place to walk to. You may find that this type of diversion­
ary activity lessens the amount of discomfort you feel. Daily 
trips to the canteen, the library or to visit other patients 
will help provide diversions and facilitate your recovery. 
Unfortunately,any surgical procedure entails a certain 
amount of discomfort even though it is only temporary. You can 
decrease your discomfort and hasten your recovery if you re­
member the recommendations I have made. Hold your incision site 
when you cough, take several deep breaths each hnur, move around 
in bed, focus your thoughts on positive aspects of surgery, be­
gin walking as soon as you are able and engage yourself in di­
versionary activities. 
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Occasionally, a patient may have difficulty urinating while 
in bed, but he can usually void his bladder easily when he 
stands. Within 2-3 days after the operation you should be eat­
ing your normal diet and having little difficulty getting a-
round. The stitches will be removed from the incision within 
5-7 days after the operation, and barring complications, you are 
then ready for discharge from the hospital. 
You will be able to perform any ordinary activities at 
home except for those involving straining. For the next 4-6 
weeks, you should avoid heavy lifting and driving an auto­
mobile. After this period of time, depending on the nature of 
your job, you may gradually take on more activity and return 
to work. 
We hope you will find this information helpful. If you 
have any questions about what you have just heard feel free to 
ask your doctor or nurse. Thank you. 
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APPENDIX J 
RELAXATION, RELEVANT AND PAIN INFORMATION 
I am going to give some information you will find helpful. 
It will help you to understand this material if you are re­
laxed when you hear it. Therefore, I will help you to achieve 
a greater state of relaxation than you are usually able to 
achieve. So pay close attention to what I eun going to tell you. 
You may not be able to imagine all of the things I suggest to 
you. That is ok. Just experience what you can. 
Please make yourself completely comfortable...uncross your 
legs if they are crossed...let your arms rest comfortably on 
the arms of the chair...take three or four deep breaths and be­
gin to let your tensions go...close your eyes and let yourself 
begin to relax...feel your muscles relaxing and your mind re­
laxing. . .breathe in slowly, evenly, deeply...breathe out slow­
ly, evenly, deeply...your body is slowing down...your mind is 
slowing down...time is slowing down...There is lot's of time... 
you feel more at ease at peace...at peace with the universe... 
at peace with yourself...so peaceful...quiet...relaxed...tran­
quil. . .calm. . .As you breathe easily and gently you feel your­
self relaxing more and more...comfortable and relaxed...more 
comfortable...more relaxed...more at peace...you feel yourself 
becoming more and more deeply relaxed...I am going to count 
from 1 to 10. By the time I reach 10 you will be even more 
deeply relaxed than you are now...even now before I begin to 
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count you can already feel your body relaxing. As you become 
more and more relaxed your breathing becomes slower and more 
steady...and as I count from 1 to 10 you descend into deeper 
and still deeper relaxation with every number, let your aware­
ness be filled with the consciousness of your own breath...1 
you are becoming more and more relaxed...2 let the room begin 
to fade away... 3 let all the feelings of tension fade away... 4 
more relaxed...5 you are half way there...6...7 at peace...8 
you feel as if you're sinking into a soft water bed or as if 
you're floating on a soft, soft cloud...9 floating gently and 
easily...10...relaxed...although you may be drowsy...sleepy it 
is easy for you to continue to listen to my voice...because you 
are so relzuced you can hear me clearly... just keep your 
thoughts on what I'm saying...you may feel pleasantly drowsy 
and relaxed as you continue to listen...that's fine...even if 
your mind wanders it becomes easier for you to bring it back to 
what I am saying...this is because you are so relaxed...and you 
continue to relax with every breath...breathe gently and easily 
...relaxed...calm...peaceful...it will be easy for you to 
understand and listen to what I'm saying because you are so re­
laxed and because I am going to say things that will be helpful 
...because what I suggest will be helpful to you, you will want 
to listen and follow my suggestions...because you are so re­
laxed I am able to speak to the very deep levels of awareness 
...you have now become deeply relaxed...so quiet and peaceful 
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within yourself...so sensitive and receptive to what I say that 
I 2un able to speak to very deep levels of your awareness just 
as you desire me to...and to suggest thoughts and ideas that 
you will experience as very helpful...you will be able to 
utilize the information I am about to give you when you need it 
even though you may not consciously remember all that I have 
said... 
Most people do not really know what a hernia is. Even 
patients who are about to have operations to correct their own 
hernias have little knowledge about this condition. Most her­
nias occur in the groin, or inguinal area but they may also be 
found in other parts of the body. They are more common in men 
than in women, and they frequently occur in childhood. 
Most hernias are related to a basic tissue defect present 
at birth, even though the actual bulging hernia or "rupture" 
may not be noted until well into the adult years. Frequently, 
some sort of strain, either sudden or over a period of time, 
causes the hernia to enlarge and this causes symptoms. The 
most frequent symptoms are pain in the groin, a "dragging" 
sensation or an obvious bulging. 
In males, prior to birth while the baby is developing, 
the testicles are formed in the belly cavity next to the kid­
neys. At some time before birth, the testicles come down 
through the muscles of the belly wall and take their place in 
the scrotal sac. This opening is a potentially weak area. As 
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the testicles descend they bring a sac of the belly wall lining 
down with them. In most people this sac shrivels up and dis­
appears, but in people with hernias, the sac remains. At a 
later date, when there is some pressure or strain, the sac 
balloons open and the hernia becomes obvious. 
The full blown hernia consists of a thin sac, which pro­
trudes through the opening in the muscles of the belly wall and 
contains a portion of the intestine. With repeated straining, 
the hernia acts as a battering ram, which further weakens the 
muscles of the belly wall. Usually the hernia protrudes on 
straining and returns into the belly cavity with relaxation. 
Occasionally, the intestine may become twisted inside the sac 
and then it will not return into the belly cavity. This is 
called incarceration. If the intestine remains caught in the 
hernia it will swell and cut off its own circulation. This is 
called strangulation and must be corrected by immediate opera­
tion before there is gangrene or death of that portion of the 
intestine. 
In order to prevent these complications, the hernia must 
be repaired by an operation. This is the only manner in which 
the hernia can be corrected. If they are not operated upon, 
hernias only tend to get larger and larger. 
Prior to operation, the following preparations must be 
made: The skin in the groin area must be made as clean as 
possible in order to prevent infection. The surgeon who is to 
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perform the operation and the anesthesiologist, who is the 
physician who will administer the anesthetic, must decide which 
form of anesthesia is best suited for the individual patient. 
The anesthesiologist will discuss the details with you the 
day before the operation and will want to know your previous 
experiences with anesthetics and your preferences. You will 
not be allowed anything to eat or drink beginning midnight be­
fore the operation to prevent nausea or vomiting at the time 
of the operation. An hour or two before the time of the opera­
tion, you will receive a hypo to help you relax. You may also 
note some dryness in your mouth after this. You will then ex­
change your pajamas for a loose fitting shirt. The operating 
room attendant will come to the ward and take you to the op­
erating room area, where you wait to be prepped. The region 
around the groin will be shaved to prevent contamination from 
the hair. In the operating room the anesthesiologist will ad­
minister the anesthetic. 
The operation to correct the hernia is performed through 
an incision in the groin area. To accomplish the repair, two 
defects must be corrected: The intestine is pushed back into 
the belly cavity. The excessive hernia sac is removed and sewn 
up. The opening in the muscles of the belly wall must be sewn 
up and the muscle weakness reinforced. This can usually be 
done with the muscle and tissues next to the hernia, but in 
rare instances the tissues are too badly weakened and must be 
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reinforced with a fine mesh-like material. 
After the operation, you will be taken to the recovery 
room. This is an area adjacent to the operating room and known 
as the Intensive Care Unit in this hospital. You will be re­
turned to your ward at your doctor's instructions. While in 
the Intensive Care Unit you will be assigned to one nurse per 
shift and she will check your vital signs regularly. 
As the anesthetic wears off, you will note some pain in 
the incision, just as with any other cut. The sensation will 
be the type of sharp pain you would expect to feel with a knife 
wound. You might also experience a pulling or knotting sensa­
tion as if the tissue itself is being drawn downward. If you 
look at the area around the bandage you may notice some black 
and blue bruises. This may alarm you but it is nothing to be 
concerned about. The area beneath the bandage may be clean and 
dry or somewhat soiled. This depends on the individual patient. 
Your doctor will have ordered medication to relieve the 
pain and you may request it from the nurse whenever you feel 
too uncomfortable. You might also find it helpful to focus 
your thoughts on the beneficial aspects of surgery and your 
plans after hospitalization rather than on the pain itself. 
Initially moving and coughing will be painful, but it is 
absolutely essential that you perform these normal functions 
to prevent complications. Collection of secretions in the 
lungs can cause pneumonia and delayed recovery. Since this 
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is a serious complication, the doctors and nurses will con­
tinuously be encouraging you to cough and raise any secretions 
from your lungs. Pneumonia can absolutely be avoided if you 
cooperate by coughing and breathing deeply several times each 
hour. Pressing firmly on the incision with the hand while 
coughing helps to relieve the discomfort. You may prefer to 
ask a nurse or visitor to help press on the incision while you 
cough. 
In the last few years,we have found that patients heal 
faster and have fewer complications if they get out of bed and 
walk soon after surgery. An additional advantage is that dis­
tention and gas pains can be decreased or avoided completely 
by this early activity thus giving you freedom from discomfort 
later. Consequently,as soon as the doctor feels you are able, 
usually the day after surgery, he will ask the nurses to help 
you get up for a few minutes. You should not attempt to get 
out of bed alone the first time as you may become dizzy. Later, 
it is best to sit on the edge of the bed for a few minutes be­
fore attempting to walk. In a few days, it may help you to have 
some place to walk to. You may find that this type of diversion 
ary activity lessens the amount of discomfort you feel. Daily 
trips to the canteen, the library or to visit other patients 
will help provide diversions and facilitate your recovery. 
Unfortunately any surgical procedure entails a certain 
amount of discomfort even though it is only ten^ rary. You can 
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decrease your discomfort and hasten your recovery if you re­
member the recommendations I have made. Hold your incision 
site when you cough, take several deep breaths each hour, move 
around in bed, focus your thoughts on positive aspects of sur­
gery, begin walking as soon as you are able and engage yourself 
in diversionary activities. 
Occasionally, a patient may have difficulty urinating 
while in bed, but he can usually void his bladder easily when 
he stands. Within 2-3 days after the operation you should be 
eating your normal diet and having little difficulty getting 
around. The stitches will be removed from the incision within 
5-7 days after the operation, and barring complications, you 
are then ready for discharge from the hospital. 
You will be able to perform any ordinary activities at 
home except for those involving straining. For the next 4-6 
weeks, you should avoid heavy lifting and driving an auto­
mobile. After this period of time, depending on the nature of 
your job, you may gradually take on more activity and return 
to work. 
If you practice relaxing as you have done here,you will 
find it easier to remember the suggestions and information you 
have heard...you can relax yourself anytime you wish by finding 
a comfortable position, sitting or lying down, closing your 
eyes and counting quietly from 1 to 10, between each number you 
count, say I am becoming more and more completely relaxed...be­
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cause you control how relaxed you become you do not have to be 
afraid of becoming too releuced or falling asleep unless you 
want to fall asleep...although you will become better at re­
laxing yourself as you practice, you will probably not want to 
become relaxed at inappropriate places or times such as in pub­
lic situations like the canteen or at a party...if you ever want 
to become alert quickly you can do so by just telling yourself 
to do so...for now why don't you make yourself alert gradually 
...as I count from 10 to 1 gradually become less relaxed and 
more alert...when I reach 5 open your eyes and by the time I 
reach 10 you will be completely alert feeling refreshed and 
rested...you will feel no tension in your mind or body and any 
slight drowsiness you may feel will disappear in a few moments 
...your mind will be alert and clear...Now I will count from 
10 to 1 and at 5 you will open your eyes by 10 you will be com­
pletely alert 10...9...8...7...6...5...half way there...4...3 
.. .2...1...notice how good you feel. 
We hope this information will be helpful to you. If you 
have any questions about the information you have just heard 
feel free to ask your doctor or nurse. 
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APPENDIX K 
PAIN QUESTIONNAIRE 
CIRCLE THE NUMBER THAT IS MOST TRUE FOR YOU 
1. How useful did you find the information about the pain or 
discomfort you would experience? 
It was very useful It was not useful 
at all 
1 2 3 4 5 
2. What was the pain you experienced after surgery like: 
Very Mild Very Severe 
1 2 3 4 5 
3. How accurate was the information concerning the pain and 
discomfort you experienced? 
Very Accurate Totally 
Inaccurate 
4. How did the pain and discomfort compare to what you ex­
pected? 
I expected to feel The pain was 
much more than I much more severe 
did than I expected 
5. How do you feel your pain experience compared with other 
patients having other hernia operations? 
I probably ex- I probably exper-
perienced much less ienced much more 
pain than other pain than other 
patients patients 
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Would you recommend we provide other patients with the 
type of information you received? 
Yes No 
1 2 3 4 5 
How well informed were you about surgery? 
I was mis- I was very well 
informed informed 
How well prepared were you for the surgical procedures 
that occurred? 
Poorly Very well 
Prepared prepared 
How well prepared were you for the Intensive Care Unit 
(where you were immediately after surgery)? 
It was nothing It was just 
like what I as I expected 
expected 
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APPENDIX L 
RECOVERY INDEX 
1. Number of Days 
eT. Count day of surgery as day 1. 
b. Do not count day of discharge. 
2. Number of Pain and Sleep Medications 
al Count total number of pain and sleep medications 
received by patient from the time he enters the 
recovery room until 8:00 A.M. on the day of 
discharge. 
b. Count 1 point per noted medication. 
3. Other Medications 
al Count 1 point per day per medication. 
b. If 2 medications are given for the same condition 
count as one; i.e., 2 antibiotics given for a 
mixed infection. 
c. Do not count medications given for preexisting or 
unrelated condition. 
d. Count medications added to IV. 
4. Complaints 
a. Countall complaints except incisional pain re­
corded on the Nurse's notes or the Physician's 
notes. 
b. Count all negative comments or observations about 
the patient recorded on the Nurse's or Physi­
cian 's notes, i.e., pale, weak, uncooperative, 
depressed. 
c. Count 1 point per notation. 
5. Treatments and Minor Complications 
i"I Count 1 point for each of the following: vomit­
ing, rectal tube, heating pad, enema. 
b. Count 2 points if the following orders are writ­
ten after the 1st postoperative day: encourage 
fluids, encourage ambulation, encourage coughing, 
encourage deep breathing. 
c. Count 3 points for catheterization due to inabil­
ity to void. 
d. Count the highest temperature recorded per day 
according to the following criteria: 100*— 
1 point, 101* or higher—2 points. 
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APPENDIX M 
DESCRIPTIVE DATA FOR ALL VARIABLES 
Variable 
St. Louis Des Moines Combined 
Sample Sample Sample 
Age 
Minimum 28.00 23.00 23.00 
Maximum 88.00 77.00 88.Où 
Mean 55.65 54.45 55.05 
Standard 
Deviation 14.60 15.56 14.91 
Education 
Minimum 6.00 7.00 6.00 
Maximum 14.00 13.00 14.00 
Mean 9.65 10.60 10.12 
Standard 
Deviation 2.32 1.96 2.17 
Trait 
Minimum 24.00 24.00 24.00 
Maximum 55.00 58.00 58.00 
Mean 34.90 39.00 36.95 
Standard 
Deviation 9.80 10.95 10.47 
Prestate 
Minimum 23.00 21.00 21.00 
Maximum 58.00 58.00 58.00 
Mean 33.30 39.80 36.55 
Standard 
Deviation 11.46 10.32 11.25 
C 
Conditions 
1 2 3 
56.00 
80.00  
64.10 
6.87 
6 . 0 0  
12.00 
9.10 
1.97 
28.00  
55.00 
40.90 
11.05 
27.00 
58.00 
42.80 
10.80 
23.00 
66 .00  
55.50 
11.90 
8 .00  
12.00 
9.30 
1.89 
24.00 
56.00 
34.50 
9.89 
23.00 
51.00 
34.20 
10.54 
26.00 
88.00 
53.20 
20.76 
7.00 
14.00 
11.20 
2.15 
24.00 
58.00 
38.90 
11.85 
21.00 
58.00 
35.80 
12.75 
27.00 
70.00 
47.40 
13.55 
7.00 
14.00 
10.90 
2.13 
25.00 
54.00 
33.50 
8.54 
23.00 
56.00 
33.40 
9.89 
Variable 
St. Louis Des Moines Combined 
Seunple Sangle Seui^ le 
Poststate 
Minimum 
Maximum 
Mean 
Standard 
Deviation 
Change 
Minimum 
Maximum 
Mean 
Standard 
Deviation 
Hospital Days 
Minimum 
Maximum 
Mean 
Standard 
Deviation 
Pain 
Medications 
Minimum 
Maximum 
Mean 
Standard 
Deviation 
20.00 21.00 20.00 
61.00 64.00 64.00 
34.25 36.75 35.50 
12.92 12.86 12.79 
16.00 31.00 16.00 
86.00 73.00 86.00 
49.05 53.05 51.05 
14.09 11.98 13.07 
3.00 2.00 2.00 
9.00 13.00 13.00 
5.05 6.70 5.87 
1.60 2.64 2.31 
3.00 2.00 2.00 
13.00 6.00 13.00 
5.15 3.90 4.52 
2.98 0.97 2.27 
C 
Conditions 
1 2 3 
22.00 
61.00 
39.90 
12 .26  
16.00 
86.00 
52.90 
18.95 
4.00 
10.00 
6 . 8 0  
2.15 
3.00 
13.00 
5.50 
2 .88  
20 .00  
53.00 
34.10 
11.30 
31.00 
72.00 
50.10 
14.25 
2 .00  
11.00 
5.80 
2.70 
3.00 
12.00 
4.30 
2.75 
20.00  
52.00 
33.70 
12.86 
41.00 
62 .00  
52.10 
5.34 
3.00 
13.00 
5.90 
2.85 
2.00 
5.00 
3.70 
0.95 
20.00 
64.00 
34.30 
15.38 
31.00 
70.00 
49.10 
11.80 
3.00 
7.00 
5.00 
1.15 
3.00 
9.00 
4.60 
1.95 
St. Louis Des Moines Combined Conditions 
Variable Sample Sample Sample C "~I 2 3 
Other 
Medications 
Minimum 0.00 0.00 0.00 0.00 0.00 0.00 0.00 
Maximum 6.00 1.00 6.00 6.00 5.00 3.00 1.00 
Mean 1.05 0.15 0.60 1.20 0.60 0.40 0.20 
Standard 
Deviation 1.79 0.37 1.35 1.93 1.57 0.97 0.42 
Complaints 
Minimum 0.00 0.00 0.00 0.00 0.00 0.00 0.00 
Maximum 2.00 5.00 5.00 3.00 5.00 4.00 5.00 
Mean 0.30 1.65 0.97 0.70 1.10 0.80 1.30 
Standard 
Deviation 0.67 1.69 1.44 1.06 1.59 1.47 1.70 
Complications 
Minimum 0.00 0.00 0.00 0.00 0.00 0.00 0.00 
Maximum 3.00 5.00 5.00 5.00 2.00 2.00 3.00 
Mean 0.45 0.65 0.55 0.70 0.60 0.40 0.50 
Standard 
Deviation 0.89 1.27 1.08 1.64 0.97 0.70 0.97 
Recovery Total 
Minimum 6.00 5.00 5.00 8.00 7.00 5.00 7.00 
Maximum 29.00 24.00 29.00 25.00 29.00 24.00 14.00 
Mean 12.00 13.05 12.52 14.90 12.40 11.20 11.60 
Standard 
Deviation 5.84 4.02 4.98 4.91 6.40 5.22 2.41 
Note. C = control, irrelevant information only; 1 = procedural information only; 
2 = procedural and pain sensation information; 3 - relaxation, procedural and 
pain sensation information. 
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APPENDIX N 
SUMMARY OF ANALYSIS OF VARIANCE ON OUTCOME MEASURES 
Comparison of Treatment Conditions 
Degrees of Dtean Square Standard Probability 
Variable Freedom Model Error Deviation Mean F 
Poststate 3,36 86.67 170.00 13.04 35.50 0.51 0.68 
Change 3,36 30.70 182.49 13.51 51.05 0.17 0.92 
Hospital Days 3,36 5.42 5.34 2.31 5.88 1.02 0.40 
Pain 
Medications 3,36 5.62 5.14 2.27 4.52 1.09 0.36 
Other 
Medications 3,36 1.87 1.83 1.35 0.60 1.02 0.40 
Complaints 3,36 0.76 2.19 1.48 0.97 0.35 0.79 
Complications 3,36 0.16 1.26 1.12 0.55 0.13 0.94 
Recovery Total 3,36 27.56 24.54 4.95 12.52 1.12 0.35 
Comparison of Control and Experimental Treatments 
Degrees of Mean Square Standard Probability 
Variable Freedom Model Error Deviation Mean F 
Poststate 1,38 258.13 161.10 12.69 35.50 1.60 0.21 
Change 1,38 45.63 174.11 13.19 51.05 0.26 0.61 
Hospital Days 1,38 11.41 5.18 2.28 5.87 2.20 0.15 
Pain 
Medications 1,38 12.67 4.98 2.23 4.52 2.54 0.12 
Other 
Medications 1,38 4.80 1.76 1.33 0.60 2.73 0.11 
Complaints 1,38 1.01 2.10 1.45 0.97 0.48 0.49 
Complications 1,38 0.30 1.20 1.09 0.55 0.25 0.62 
Recovery Total 1,38 75.21 23.44 4.84 12.52 3.21 0.08 
Note. Scores for analysis of the variable change were obtained by subtracting the 
poststate score from the prestate score and adding 50 points. Therefore, the 
actual mean for the change variable is 1.05. 
Comparison of Des Moines and St. Louis Samples 
Degrees of Mean Square Standard Probability 
Variable Freedom Model Error Deviation Mean F 
Age 1,38 14.40 227.72 15.09 55.05 0.06 0.80 
Education 1,38 9.02 4.61 2.15 10.12 1.96 0.17 
Trait 1,38 168.10 108.05 10.39 36.95 1.56 0.22 
Prestate 1,38 422.50 118.98 10.91 36.55 3.55 0.67 
Poststate 1,38 62.50 166.25 12.89 35.50 0.38 0.54 
Change 1,38 160.00 171.10 13.08 51.05 0.94 0.34 
Hospital Days 1,38 27.22 4.77 2.18 5.87 5.71 0.02 
Pain 
Medications 1,38 15.62 4.90 2.21 4.52 3.19 0.08 
Other 
Medications 1,38 8.10 1.67 1.29 0.60 4.85 0.03 
Cbmplaints 1,38 18.22 1.65 1.28 0.97 11.04 0.002 
Complications 1,38 0.40 1.20 1.09 0.55 0.33 0.57 
Recovery Total 1,38 11.02 25.13 5.01 12.52 0.44 0.51 
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APPENDIX 0 
TABLE OF INTERCORRELATIONS BETWEEN VARIABLES 
Irrelevant 1.00 -.333 -.333 -.333 
Procedural 1.00 -.333 -.333 
Sensation 1.00 -.333 
Relaxation 1.00 
Age 
Education 
Married 
Divorced 
Single 
Avoider 
Coper 
Non-specific 
Defender 
Trait 
Prestate 
Poststate 
Change 
Hospital Days 
Pain Medications 
Other Medications 
Complaints 
Complications 
Recovery Total 
*P L -05. 
**p I .01. 
t 
0 
•H 
•P 10 
1 
•g 
•rt 
k 
1 
u k 
•iH 
o 
4) fH 
t 
•H 
CO 
355 -.276 .115 -.289 .126 
018 -.222 .115 .000 -.126 
073 .289 -.115 .144 .000 
300 .208** -.115 .144** .000 
00 -.487 .122 -.388 .205 
1.00 .105 -.058** -.063** 
1.00 -.500 
1.00 
-.655 
-.327 
1.00 
u 
•H 
•H W 
•H 0) 
H ® "S 
« eu 0) 
•o M a *t-i 1-1 0) 14) 
I 8 r 
Irrelevant .354 -.226 -.154 
Procedural -.117 -.097 .216 
Sensation -.236 .162 .092 
Relaxation .000 .162 -.154 
Age .219 .043 -.271 
Education -.095 .173 -.065 
Married .000 -.056 .053 
Divorced -.153 -.028 .187 
Single .134 .085** -.221 
Avoider 1.00 -.503 -.566 
Coper 1.00 -.427 
* 
Non-specific 
Defender 1.00 
Trait 
Prestate 
Poststate 
Change 
Hospital Days 
Pain Medications 
Other Medications 
Complaints 
Complications 
Recovery Total 
*p ^  .05. 
**p / .01. 
0» 0) •P 
•P « 
« •P 0) 
•M 00 0» 
a •P c 0) n Id M 0 JS A & o 
« 
È3 
.221 .324 .201 .08276 
-.137 -.122 -.064 -.042 
.109 -.039 -.082 .047 
-.193 -.164 -.054 -.087 
.119 -.027 -.099 .074 
-.076 .116 -.076 .175 
-.102 .009 .222 -.209 
.129 -.064 -.114 .056 
-.002 .046 -.142 .179 
-.218** -.054 .149 -.193 
.393 .221 -.046 .236 
-.146 -.154** -.112** -.023 
1.00 .703 .406** .207** 
1.00 .415 .455** 
1.00 -.621 
1.00 
m 
>1 (0 n 0) Q c c 
o o 
r—1 •rl 
« •P 
« Id 
•H U w u (L C "H «•H 
n •H "0 0 Id (u 4J « 
n 0* S OS 
Irrelevant .234 .250 .259 
Procedural -.019 -.058 .000 
Sensation .006 -.212 -.086 
Relaxation -.221 .019 -.172 
Age .349 .103 .189 
Education -.083 -.174 -.243 
Married .054 -.033 -.037 
Divorced -.137 -.061 -.177 
Single .060 .090 .196 
Avoider -.045 .082 .167 
Coper -.089 .165 .100 
Non-specific 
Defender .131 -.186 -.271 
Trait .204 -.070 -.126 
Prestate .010 -.209 -.185 
Poststate -.051 .098 .082 
Change .059 -.277 -.241 
Hospital Days 1.00 .144 .074 
Pain Medications 1.00 .827 
other Medications 1.00 
Complaints 
Complications 
Recovery Total 
*P / .05. 
**  
P / .01. 
m Id 
c •p 
0 o 
n •H M 
•P 
C Id >1 
•H u u 
Id •H « 
iH iH > 
6* 0, 0 
e e u 
0 0 % 
u o 0: 
111 .081 .279 
051 .027 -.015 
071 -.081 -.156 
132 -.027 -.109 
319 .238 .220 
263 .003 -.108 
193 .093 .076 
167 -.140 -.219 
065 .020 .107 
165 .200 .058 
028 .050 .037 
200 _ .257 -.096 
071 .074 .024 
007 -.126 -.167 
052 -.024 .054 
044 — .085 -.196 
206 .161 .645 
121 .202 .758 
162 .223 .686 
00 -.165 .263 
1 .00 .415 
1.00 
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APPENDIX P 
STEPWISE REGRESSION FOR ALL VARIABLES 
144 
Recovery 
Component Model 
Probabil­
ity 
Number of Days 
One variable 
half 
Two variables 
age 
half 
Three variables 
age 
half 
non-specific 
defender 
Four variables 
age 
half 
control 
non-specific 
defender 
Five variables 
age 
half 
control 
married 
non-specific 
defender 
Number of Pain 
and Sleep 
Medications 
One variable 
half 
Two variables 
prèstate 
control 
Three variables 
prestate 
.1306 
,2633 
.2952 
,3107 
,3269 
,0774 
,1574 
,2355 
5.71 
6.61 
6 . 6 6  
7.10 
5.03 
8.12 
6.04 
1.63 
3.94 
5.72 
5.88 
0.78 
1.77 
3.30 
6.12 
6.65 
0.91 
0.82 
1.88 
3.19 
3.46 
4.16 
4.98 
3.70 
6.83 
.0219 
.0035 
.0140 
.0114 
.0052 
.0072 
.0190 
.2097 
.0096 
.0223 
.0206 
.3819 
.1920 
.0155 
.0186 
,0144 
.3474 
.3718 
.1792 
.0822 
.0421 
.0487 
.0318 
.0204 
.0130 
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Recovery 
Component Model 
Probabil­
ity 
Number of Pain 
and Sleep 
Medications 
Other Medi­
cations 
control 
coper 
Four variables 
prestate 
change 
control 
coper 
Five variables 
prestate 
change 
half 
control 
coper 
One variable 
half 
Two variables 
half 
control 
Three variables 
change 
half 
control 
Four variables 
change 
half 
control 
coper 
Five variables 
trait 
change 
half 
,2835 
3139 
.1131 
.1802 
.2256 
.2862 
.3341 
7.88 
3.68 
3.46 
3.29 
2.34 
7.92 
4.61 
3.11 
2.01 
2.29 
1.51 
7.16 
4.41 
4.85 
4.07 
5.11 
3.03 
3.50 
2.11 
4.16 
3.54 
3.51 
3.56 
4.51 
5.32 
2.97 
3.41 
2.45 
3.36 
3.35 
,0080 
,0632 
,0175 
,0784 
,1347 
,0080 
,0388 
,0203 
,1650 
,1398 
,2276 
,0114 
,0433 
.0338 
.0253 
.0298 
.0903 
.0252 
.1546 
.0488 
.0681 
.0165 
.0676 
,0408 
,0272 
,0937 
,0132 
.1270 
,0757 
,0760 
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Recovery 
Component Model 
Probabil­
ity 
Other Medi­
cations 
Minor Compli­
cations 
Complaints 
Noted 
control 
coper 
One variable 
half 
Two variables 
age 
half 
Three variables 
age 
half 
divorced 
Four variables 
age 
prestate 
half 
divorced 
Five variables 
age 
prestate 
half 
sensation 
information 
divorced 
One variable 
non-specific 
defenders 
Two variables 
age 
non-specific 
defenders 
.2251 
.3148 
.3761 
.3993 
.4146 
.0658 
.0964 
7.53 
5.15 
11.04 
8.50 
4.85 
11.52 
7.23 
8.04 
10.11 
3.54 
5.82 
8.31 
1.35 
11.51 
3.74 
4.82 
8.32 
1.50 
12.19 
0.89 
3.15 
2 . 6 8  
1.97 
1.25 
1.63 
.0096 
.0297 
.0020 
.0009 
.0340 
,0017 
.0006 
.0075 
.0030 
.0681 
.0011 
.0067 
.2531 
,0017 
,0613 
,0020 
,0068 
,2286 
,0014 
,3517 
,0849 
.1100 
.1534 
.2708 
.2092 
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Recovery 
Component Model F 
Probabil­
ity 
Complaints 
Noted 
Recovery 
Total 
Three variables 
trait 
prèstate 
non-specific 
defenders 
Four variables 
trait 
prèstate 
half 
non-specific 
defenders 
Five variables 
trait 
prestate 
half 
divorced 
avoider 
One variable 
control 
Two variables 
prestate 
control 
Three variables 
trait 
prestate 
control 
Four variables 
prestate 
half 
control 
coper 
.1402 
,1807 
.2009 
.0778 
,1519 
,1929 
,2361 
1.96 
1.93 
3.05 
2.99 
1.93 
1.97 
4.11 
1.73 
3.97 
1.71 
4.55 
5.15 
1.27 
1.10 
3.15 
3.21 
3.31 
3.23 
5.41 
2.87 
1.83 
5.07 
5.60 
2.70 
6.30 
2 . 0 2  
8 .06  
2.01 
.1380 
.1729 
.0891 
.0921 
.1271 
.1695 
.0502 
.1966 
.0542 
.1592 
.0402 
.0296 
.2676 
.3024 
.0847 
.0812 
.0474 
.0804 
.0256 
.0499 
.1845 
.0306 
.0234 
.0460 
.0168 
.1637 
.0075 
.1649 
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Recovery 2 Probabil 
Component Model R P ity 
Recovery 
Total 
Five variables .2565 2.35 .0622 
prèstate 3.79 .0598 
change 0.93 .3416 
half 2.09 .1578 
control 7.90 .0082 
coper 2.37 .1333 
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APPENDIX Q 
STEPWISE REGRESSION WITH HALF AND CHANGE EXCLUDED 
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Recovery 
Component Model r2 F 
Probabil­
ity 
Number of Days 
One variable 
age 
.1219 
5.28 .0272 
Two variables 
age 
non-specific 
defender 
.1770 3.98 
7.18 
2.48 
.0272 
.0109 
.1239 
Three variables 
age 
trait 
non-specific 
defender 
.2144 3.28 
6.70 
1.71 
3.01 
.0320 
.0139 
.1988 
.0913 
Four variables 
age 
education 
trait 
prestate 
.2430 2.81 
7.93 
1.32 
1.88 
3.87 
.0403 
.0079 
.2587 
.1789 
.0572 
Five variables 
age 
education 
trait 
prestate 
non-specific 
defender 
.2618 2.41 
7.48 
1.65 
2.64 
0.87 
3.55 
.0564 
.0098 
.2073 
.1136 
.3580 
.0681 
Number of Pain 
and Sleep 
Medications 
One variable 
control 
.0627 
2.54 .1190 
Two variables 
prestate 
control 
.1574 3.46 
4.16 
4.98 
.0421 
.0487 
.0318 
Three variables 
prestate 
control 
non-specific 
defender 
.2355 3.70 
6.83 
7.88 
3.68 
.0204 
.0130 
.0080 
.0632 
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Recovery 
Component Model F 
Probabil­
ity 
Number of Pain 
and Sleep 
Medications 
Other Medi­
cations 
Four variables 
prèstate 
control 
sensation 
coper 
Five variables 
age 
prestate 
control 
sensation 
coper 
One variable 
non-specific 
defender 
2533 
2606 
,0736 
2.97 
6.54 
5.72 
0.84 
3.90 
2.40 
0.34 
6.76 
5.73 
0.76 
4.13 
0327 
,0150 
,0223 
,3670 
,0563 
,0576 
,5646 
,0137 
,0224 
,3884 
,0500 
3.02 .0904 
Two variables 
education 
non-specific 
defender 
Three variables 
prestate 
control 
coper 
Four variables 
prestate 
control 
avoider 
coper 
Five variables 
prestate 
control 
relaxation 
avoider 
coper 
,1422 
2201 
2457 
2773 
3.07 
2.96 
3.57 
3.39 
5.84 
7.61 
3.33 
2.85 
5.59 
5.51 
1.19 
4.49 
2.61 
6.15 
3.58 
1.49 
1.73 
5.43 
.0585 
.0937 
.0666 
.0284 
.0209 
.0091 
.0765 
.0381 
.0238 
.0247 
.2837 
.0412 
.0422 
.0182 
.0669 
.2311 
.1972 
.0258 
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Recovery 
Component Model 
Probabil­
ity 
Minor Compli­
cations 
One variable 
age 
Two variables 
age 
married 
.1015 
.2009 
4.29 
4.65 
8.01 
4.60 
,0451 
,0158 
,0075 
.0386 
Three variables 
age 
married 
non-specific 
defender 
.2227 3.44 
6.47 
4.97 
1.01 
,0268 
,0154 
.0321 
,3218 
Four variables 
age 
relaxation 
married 
non-specific 
defender 
.2301 2 . 6 2  
4.80 
0.37 
5.02 
1.25 
.0511 
.0351 
.5496 
.0315 
.2709 
Five variables 
age 
relaxation 
married 
divorced 
non-specific 
defender 
.2358 2.10 
4.55 
0.38 
0.22 
2 . 8 0  
1.60 
,0897 
,0402 
,5424 
,6393 
,1036 
,3114 
Complaints 
Noted 
One variable 
non-specific 
defender 
.0658 
2 . 6 8  .1100 
Two variables 
age 
non-specific 
defender 
Three variables 
trait 
.0964 
.1402 
1.97 
1.25 
1.63 
1.96 
1.93 
.1534 
.2708 
.2092 
.1380 
.1729 
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Recovery 
Component Model F 
Probabil­
ity 
Complaints 
Noted 
Recovery 
Total 
prestate 
non-specific 
defender 
Four variables 
trait 
prestate 
divorced 
avoider 
Five variables 
age 
education 
trait 
prestate 
avoider 
One variable 
control 
Two variables 
prestate 
control 
Three variables 
trait 
prestate 
control 
Four variables 
trait 
prestate 
control 
divorced 
Five variables 
trait 
prestate 
,1710 
1872 
.0779 
.1519 
.1929 
.2302 
3.05 
2.99 
1.80 
4.36 
4.26 
1.46 
2.43 
1.57 
1.59 
1.47 
3.06 
3.41 
2.02 
.2392 
3.21 
3.31 
3.23 
5.41 
2.87 
1.83 
5.07 
5.60 
2 . 6 2  
2.73 
5.98 
3.65 
1.69 
2.14 
1.54 
5.76 
.0891 
.0921 
.1500 
.0441 
.0464 
.2351 
.1277 
.1961 
.2153 
.2336 
.0893 
.0733 
.1643 
.0812 
,0474 
.0804 
.0256 
.0499 
.1845 
.0306 
.0234 
.0516 
.1077 
.0197 
.0644 
.2015 
.0845 
.2227 
.0220 
154 
Recovery 2 Probabil-
Component Model R F ity 
Recovery 
Total 
control 
divorced 
coper 
3.96 .0545 
1.23 .2745 
0.40 .5299 
